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SEVERAL EXCELLENT REPORTS have appeared in 
recent years describing the experiences at vari- 
ous hospitals with traumatic rupture of the nor- 
mal spleen, a condition which has become partic- 
ularly common in this age when emphasis is 
placed on speed in transportation. Similarly, 
cases of traumatic and spontaneous rupture of 
the pathologic spleen involved by a great variety 
of diseases are not infrequently encountered, 
especially in the tropics. However, rupture of the 
spleen in the absence of either trauma or disease, 
so-called spontaneous rupture, is a rare occur- 
rence. Indeed, several authors have, with some 
justification, doubted its existence (7, 40, 43, 59, 
69, 80). 

Since Atkinson’s first description in 1874 (3), 
reports of cases of spontaneous rupture of the 
normal spleen have appeared periodically. As 
in Atkinson’s case, the diagnosis frequently has 
been erroneous or open to serious question. As a 
result, one author (80) states, ‘“There is no such 
clinical entity as spontaneous rupture of the 
normal spleen,” and another (40) writes, ““Care- 
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ful enough questioning will always reveal a story 
of injury.” Nevertheless, analysis of all of the 
reports reveals a small number of cases which, 
when subjected to careful scrutiny, defy any 
conclusion other than that they represent in- 
stances of spontaneous rupture of the normal 
spleen. 

While it is of value to determine the true na- 
ture of this disorder, it is of greater importance, 
at least as far as the clinician is concerned, to 
verify its existence as a clinical entity. In this re- 
gard there can be little doubt that the surgeon is 
occasionally confronted by a previously healthy 
patient with an acute abdominal catastrophe, 
who gives no history of disease or trauma and is 
found to have a ruptured spleen at operation or 
autopsy. In the cases on record the preoperative 
diagnosis has almost always been in error and 
the surgeon’s incision has frequently been placed 
at a site distant from the bleeding organ. The 
manner in which this difficult situation has been 
managed in the past suggests that improvement 
is desirable and perhaps can best be obtained by 
calling it to the attention of those most often 
concerned with abdominal emergencies. It is 
for this reason that we have carefully reviewed 
all of the reports of cases of spontaneous rupture 
of the normal spleen and wish to detail the im- 
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TABLE I.—ACCEPTABLE CASES OF SPONTANEOUS 
RUPTURE OF THE NORMAL SPLEEN 


Completely acceptable Borderline 
1, Rhame 12. Coleman 21. Metcalfe et al. (Case 1) 
2. H. Bailey 13. Watson et al. 22. Metcalfe et al. (Case 2) 
3. Harvey 14. Brines 23. Susman 
4. Byford 15. McLachlin 24. Zuckerman ¢t al. 
5. Black 16. Duby 25. Druitt 
6. Halliwell 17. Schomaker 26. Barnett 
7. Burnett et al. et al, 27. Rose 
8. Galloway (Case 1) 28. D. W. Moore (Case 2) 
9. Thomas 18. Hamilton 

10. Young 19. Volin et al. 

11. Chi 20. Orloff-Peskin 


portant features of this interesting and unusual 
condition. 


CRITERIA AND MATERIAL 


It is only natural that the diagnosis of spon- 
taneous rupture of the normal spleen should be 
accepted with reservation. Although the spleen 


has long been regarded as an “organ of mys- — 


tery,” the very nature of spontaneous rupture of 
this viscus seems unlikely. It is our belief, there- 
fore, that no case should be accepted unless it 
fulfills all of the following criteria: 

1. On thorough questioning either prior to 
operation or in retrospect after operation there 
should be no history of trauma or of unusual 
effort which conceivably could injure the spleen. 

2. There should be no evidence of disease in 
organs other than the spleen which is known to 
affect the spleen adversely and thereby could 
cause it to rupture. 

3. There should be no evidence of perisplenic 
adhesions or scarring of the spleen which sug- 
gests that it had been traumatized or had rup- 
tured previously. 

4. Other than the findings of hemorrhage and 
rupture, the spleen should be normal on both 
gross and histologic examinations. 

In all, 71 cases with the diagnosis of spontane- 
ous rupture of the normal spleen have been re- 
ported in the English literature. Twenty of these 
including one of our own, clearly fulfilled all of 
the above criteria. Eight additional cases met 
the requirements of acceptability, but were con- 
sidered “borderline” because of questionable 
features which could not be resolved by merely 
reviewing the published reports (Table I). Forty- 
three cases were clearly unacceptable. In 11 of 
these there was a distinct possibility of a trau- 
matic etiology, in 5 there was an inadequate 
inquiry regarding injury, in 5 the spleen was 
pathologic, in 5 no histologic examination of the 


spleen was performed, and in the remaining 17 
combinations of the above features were re- 
sponsible for their being discounted (Table II). 

The average age of the patients presenting the 
28 acceptable cases was 37 years. Fifty-four per 
cent of the patients were between 20 and 40 
years of age, and 46 per cent were between 40 
and 58 years of age. Nineteen patients were male 
and 9 were female, a ratio of about 2 to 1. 


ETIOLOGY 


Spontaneous rupture of the normal spleen by 
definition is a condition in which the integrity 
of the normal organ is suddenly disrupted in the 
absence of a known cause. By virtue of the un- 
usual nature of this disorder, its etiology has been 
the subject of considerable speculation and the 
following theories have been advanced to ex- 
plain its origin: 

1. The spleen is diseased in only one area and, 
since the rupture originates in that area, all evi- 
dence of pathologic change is destroyed (68). 

2. A state of portal congestion exists, giving 
rise to digestive symptoms (noted in a few cases) 
and causing chronic venous congestion of the 
spleen which ruptures as a result (19). 

3. The spleen is abnormally mobile and un- 
dergoes repeated episodes of torsion, perhaps 
initiated by distention of the surrounding viscera 
during digestion or by some intra-abdominal 
upset. The resultant congestion eventuates in 
rupture (19, 83). 

4. Reflex spasm of the splenic vein produces 
acute congestion of the spleen with rupture (2). 

5. The arteries of the spleen undergo degen- 
erative changes at an earlier age than do other 
arteries in the body, and rupture of a degener- 
ated vessel leads to an interstitial hematoma 
which dissects to the surface and evacuates (79). 

6. Rupture of an artery which is the seat of a 
local vascular abnormality similar to the con- 
genital “weak spots” in the arteries at the base of 
the brain is responsible for the condition (78). 

7. The spleen undergoes changes during par- 
turition which predispose it to rupture and ac- 
count for the cases which are associated with 
pregnancy (50). 

8. The normal spleen never ruptures spon- 
taneously, all supposed instances being due to 
forgotten or unnoticed trauma (40, 59, 69, 80). 

There is little evidence to support any of these 
hypotheses. It is highly unlikely that only one 
area of the spleen would be diseased without a 
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trace of abnormality elsewhere in the organ. 
Most of the patients had no associated gastro- 
intestinal symptoms and in none of the cases 
were any of the usual earmarks of portal con- 
gestion observed. While it is conceivable that 
torsion might account for an occasional case, 
there is no mention of unusual mobility of the 
spleen in the great majority of reports. The 
theory that spasm of the splenic vein occurs in 
the absence of known stimuli is pure speculation. 
Thickening and hyalinization of the small arter- 
ies of the spleen are considered to be normal 
findings in middle-aged individuals, and Gross 
(32) reports that 50 per cent of the spleens from 
patients in their thirties showed these supposedly 
degenerative changes. However, if arterial de- 
generation were responsible for spontaneous 
rupture, one would expect the condition to be 
common and its incidence to increase with age, 
neither of which obtains. Moreover, thickening 
and hyalinization of the vessels were not noted 
in more than two-thirds of the spleens which had 
ruptured spontaneously. It is possible that con- 
genital “‘weak spots” in the arteries are respon- 
sible for spontaneous rupture of the spleen, but 
to’our knowledge these abnormalities have not 
been observed in the vessels of the splenic pa- 
renchyma and there is nothing to suggest that 
they have a role in the etiology. In regard to the 
effect of pregnancy on the spleen, Barcroft (8) 
demonstrated in his experiments on the exteri- 
orized spleen of the pregnant dog that the organ 
shrinks during pregnancy, and observations in 
human beings indicate that the spleen neither 
enlarges nor becomes congested during parturi- 
tion (50). 

The theory that trauma is responsible for 
apparently spontaneous rupture of the normal 
spleen is difficult to confirm, and dogmatic 
statements either affirming or denying the role 
of injury do not seem warranted. Although it 
seems unlikely that trauma severe enough to 
rupture the spleen might be readily forgotten or 
pass unnoticed, several cases of splenic rupture 
have been reported in which the patients were 
able to recall a previous injury only after re- 
peated questioning during convalescence (7, 56, 
69). No doubt, the thoroughness of the search 
for a history of previous injury will influence the 
frequency with which a traumatic etiology is 
uncovered. In addition, numerous cases of de- 
layed rupture of the spleen have been observed, 
some of them occurring many months after in- 


TABLE II.—CASES REPORTED AS SPONTANEOUS 
RUPTURE OF THE NORMAL SPLEEN FOUND TO 
BE UNACCEPTABLE 


1. Atkinson—II, V 23. Babson et al. (Case 1)—I 
2. Skerritt—II, V 24. Babson et al. (Case 2)—I 
3. Davys—II, V 25. H. A. Bailey—I, II 
4. Cannaday—IV 26. Conforth et al.—II, III, IV 
5. Shorten—I _ 27. Littlefield (Case 1)—IV 
6. Connors—V 28. Littlefield (Case 2)—I 
7. Ingram—II, V 29. Silverman et al.—V 
8. Villalobos—II, III, V 30. Andrews—IV 
9. Wohl—IV 31. Lurye—II 
10. Stretton—I 32. Chang—II 
11. Underwood—I, IV 33. Dowidar—V 
12. Levin et al.—II, V 34. Schomaker et al. (Case 2)—I 
13. Nixon—V 35. Chamberlain—II 
14. Dardinski—II, IIT 36. Gorman et al.—I 
15. Smith et al.—IV 37. Moore et al. (Case 1)—I 
16. Rankin—I 38. Moore et al. (Case 3)—I 
17. Shannon—I, IT 39. Nicoll—I, IV 
18. Dudgeon—II, IV 40. Harbison et al.—IV 
19. Grossman—III, IV 41. U. Maryland—V 
20. Dubash e¢ al.—II, IV 42. D. W. Moore (Case 3)—II 
21. Jones—I 43. D. W. Moore (Case 4)—IT 
22. Walker—I, V 


I. Definite or possible trauma 
II. Inadequate inquiry regarding trauma 
III. Disease in other organs likely to affect spleen 
IV. Diseased spleen 
V. No microscopic examination 


jury (39, 54), and it is possible that the failings 
of the human memory account for some cases of 
spontaneous rupture. The fact remains, never- 
theless, that in the small group of cases which we 
have found acceptable, not the slightest evidence 
of trauma was found despite thorough and re- 
peated questioning, and the only justifiable con- 
clusion in these cases is that the spleen ruptured 
spontaneously without known cause. 


PATHOLOGY 


The pathologic features of spontaneous rup- 
ture of the normal spleen are identical to those 
of traumatic rupture. Five anatomic types of 
rupture can be distinguished at the operating 
table or on pathologic examination. These in- 
clude laceration of the splenic pedicle alone or 
associated with avulsion of the spleen, fragmen- 
tation of the spleen, laceration through the cap- 
sule into the parenchyma, subcapsular and in- 
trasplenic hematomas which evacuate exter- 
nally, and perisplenic hematoma (Fics. 1 and 2). 
Occasionally minor variations and combina- 
tions of these types are found. 

Laceration of the splenic pedicle alone or as- 
sociated with avulsion of the spleen usually re- 
sults in immediate and severe hemorrhage. Sim- 
ilarly, fragmentation of the spleen most often 
produces clinical signs and symptoms of brisk 
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Laceration 
into parenchyma of pedicle 


Fic. 1, Anatomic types of splenic rupture which may 
give rise to a clinical picture of immediate hemorrhage. 


bleeding. Occasionally fragmentation occurs as 
a secondary event when a subcapsular hemato- 
ma perforates the capsule. Lacerations extend- 
ing into the splenic parenchyma may or may 
not be associated with the clinical picture of 
immediate rupture as this depends on whether 
or not a perisplenic hematoma forms. If the sur- 
rounding organs tamponade the bleeding and 
the blood in the perisplenic space remains con- 
fined and clots, the patient usually passes 
through a latent interval free of major symp- 
toms before the perisplenic hematoma evacuates 
and gives rise to the syndrome of delayed splenic 
hemorrhage. Finally, subcapsular and intra- 


TABLE III.—ANATOMIC TYPES OF RUPTURE 


Anatomic type No. of cases Per cent 
Subcapsular hematoma.............. 10 50 
Intrasplenic hematoma............... 2 10 
Laceration into parenchyma.......... 6 30 


TABLE IV.—SYMPTOMS OF SPONTANEOUS RUP- 
TURE OF THE NORMAL SPLEEN 
Incidence No. of patients. 
per cent reporting 


Onset in upper abdomen....... 86 
Onset in left hypochondrium. ... 54 
Onset generalized............. 7 
Onset in remote site........... i 
Shoulder pain.................. 65 20 
Nausea and/or vomiting......... 68 22 


splenic hematomas may be associated with the 
clinical events of either immediate or delayed 
rupture, and the type of rupture will depend on 
the time required for the hematoma to break 
through the capsule of the spleen. While in sev- 
eral studies of traumatic splenic rupture no 
strict correlation has been observed between the 
anatomic type or the severity of injury and the 
resultant immediate or delayed hemorrhage 
(40, 69), it can be stated that most cases of de- 
layed rupture result from either subcapsular or 
perisplenic hematomas (29, 47, 82). 

In 20 of the 28 cases of spontaneous rupture of 
the normal spleen the anatomic type of rupture 
was reported (Table III). Twelve followed sub- 
capsular or intrasplenic hematomas which pene- 
trated through the capsule. In 6 cases a lacera- 
tion into the splenic parenchyma was found. 
Finally, in 2 cases the spleen was fragmented. 
Three of the 28 cases had a latent period be- 
tween the onset of symptoms and the develop- 
ment of signs of hemorrhage, varying from 5 to 
21 days. In each of these cases of delayed rup- 
ture of the spleen a subcapsular hematoma was 
found. 


Except for the abnormalities produced by ~ 


hemorrhage and rupture, the spleen was normal 
on gross and histologic examination in all 28 
cases. In 8 cases, narrowing and hyalinization of 
the small central arteries were observed, but 
(as was stated previously) these findings in the 
spleen are considered to be normal. In none of 
the cases were perisplenic adhesions or other 
evidence of previous disease in the splenic area 
found at operation. 

There was no evidence of disease in organs 
other than the spleen which might have been 
responsible for rupture in any of the cases. Nine- 
teen patients were in excellent health with no 
associated abnormalities. Three patients were 
pregnant but in good health. Three patients 
were in good health but had vague symptoms 
referred to other systems. Finally, 3 patients had 
definite but unrelated disease in other organs, 
namely, a femoral hernia, asymptomatic pulmo- 
nary disease which roentgenographically ap- 
peared to be tuberculosis, and subacute bowel 
obstruction which had subsided one week pre- 
viously. 


CLINICAL FEATURES 


The symptoms of spontaneous rupture of the 
normal spleen differ in no way from those of rup- 
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ture of the spleen from known causes (Table IV). 
All 28 patients experienced abdominal pain. At 
onset the pain was located in the upper abdomen 
in 86 per cent of the cases, and in 54 per cent it 
was initially confined to the left hypochondrium. 
Generalized abdominal pain has been reported 
to be a common initial manifestation of trau- 
matic splenic rupture (42, 80), but only 2 pa- 
tients in this series complained of generalized dis- 
comfort. Finally, 2 patients had pain in remote 
sites, namely, in the right iliac region and in the 
back. In 82 per cent of the patients the left hypo- 
chondrium sooner or later became the site of 
maximal intensity of the pain. 

Pain in the left shoulder due to diaphragmatic 
irritation, often referred to as ““Kehr’s sign,” was 
present in 65 per cent of the cases. Sixty-eight 
per cent of the patients complained of nausea or 
vomiting. Finally, 71 per cent of the patients 
experienced dizziness or felt faint, and 43 per 
cent actually had an episode of syncope. 

In 25 of the 28 cases the symptoms were rap- 
idly progressive. In 3 cases (9, 13, 25), however, 
after onset of pain in the left hypochondrium a 
latent period occurred during which there was 


* apparent cessation of bleeding. During the latent 


period each patient continued to have vague 
abdominal pain, but was not incapacitated to 
the point of being forced to bed. The latent peri- 
ods, which lasted 5 days in one case and 3 weeks 
in the 2 others, were terminated in all by the 
sudden onset of severe symptoms which indi- 
cated renewed bleeding. These cases were in- 
stances of spontaneous delayed rupture of the 
normal spleen. 

The findings on physical examination gener- 
ally were those of peritoneal irritation and of 
acute blood. loss (Table V). All of the patients 
had abdominal tenderness. In 44 per cent of the 
cases the tenderness was most pronounced in the 
left hypochondrium and in 33 per cent it was 
generalized. The site of tenderness in 2 patients 
was at a considerable distance from the splenic 
area. In three-fourths of the cases abdominal 
rigidity was found, usually in the left hypochon- 
drium or throughout the abdomen. Shifting 
dullness was demonstrated in 2 cases. No doubt, 
the infrequency with which shifting dullness was 
elicited was in large part due to failure to test 
for this sign. 

Only 4 of the 28 patients developed frank 
shock with a blood pressure below 90 millimeters 
of mercury. Most of the reports do not include 


Perisplenic hematoma 
LIVER 


Subcapsular 
hematoma 


Fic. 2. Anatomic types of splenic rupture which are 
responsible for delayed hemorrhage. The perisplenic 
hematoma is diagrammatically depicted as seen from 
behind. 


the results of blood pressure determinations. 
Although more than one-half of the patients had 
a tachycardia with a rate over 100, suggesting 
blood loss, one-third of the patients had a nor- 
mal pulse rate in the presence of significant 
bleeding. The majority of patients had a normal 
temperature or an elevation of only one degree, 
and several had subnormal temperatures. 
Laboratory studies in cases of rupture of the 
spleen reflected mainly blood loss and the pres- 
ence of blood in the peritoneal cavity. Only 8 
of the reports of spontaneous rupture of the nor- 
mal spleen included the results of hemoglobin 
or red blood cell determinations. Of these, 4 
showed normal values, one a slight anemia, and 


TABLE V.—FINDINGS ON PHYSICAL EXAMINATION 
IN SPONTANEOUS RUPTURE OF THE. NORMAL 
SPLEEN 

Incidence of cases 
per cent reported 


Abdominal tenderness. .......... 100 27 
Left hypochondrium maximal. .. 
8 
Entire upper abdomen......... 8 
Abdominal rigidity.............. 76 25 
Left hypochondrium maximal. .. 42 
Generalized. 32 
Entire upper abdomen......... 11 
5 
Shifting dullness................ 50 4 
Pulse rate 21 
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3 a marked anemia. It is well known that the 
hemoglobin level often does not immediately 
indicate the severity of acute hemorrhage. In all 
but one of the 11 cases in which a white blood 
count was made, leucocytosis was found. The 
average white blood count was 15,559. 

Abdominal roentgenography has proved to be 
of considerable value in the diagnosis of splenic 
rupture and the following signs are considered 
characteristic of this disorder (55, 75, 77): (1) 
increased density in the left hypochondrium, (2) 
obliteration of the splenic outline, (3) oblitera- 
tion of the left renal outline and psoas shadow, 
(4) serration and displacement of the stomach to 
the right, (5) elevation of the left hemidia- 
phragm, (6) downward displacement of the 
splenic flexure of the colon, (7) gastric dilatation 
and ileus, and (8) free fluid. In many cases all of 
these signs are not present, and occasionally 
none are found. Five of the patients with spon- 
taneous rupture of the normal spleen had ab- 
dominal roentgenograms. In 2 of these the find- 
ings were normal, in one there was increased 
density in the left hypochondrium, in another 
there was both elevation of the left hemidia- 
phragm and ileus, and in the last there was ileus 
alone. Although the number of patients sub- 
jected to roentgenographic study was not suf- 
ficient to be significant, there is no reason to 
believe that the signs of spontaneous rupture 
would differ from those of rupture resulting 
from trauma. 

Several authors have successfully employed 
needle aspiration of the peritoneal cavity in 
cases of rupture of the spleen to determine the 
presence of free blood (42, 80). While it is doubt- 
ful that the routine use of this procedure is war- 
ranted, it may be of definite aid in difficult or 
puzzling cases, such as those of spontaneous rup- 
ture. Unfortunately, diagnostic paracentesis was 
not performed in any of the recorded cases of 
spontaneous rupture of the normal spleen. 


DIAGNOSIS 


Our interest in spontaneous rupture of the 
normal spleen was stimulated by the following 
case, the diagnosis of which was difficult only be- 
cause of the absence of a history of trauma: 


History. No. 084180. J.D., a 42 year old negro 


male, came to the Receiving Ward of the Hospi- 
tal of the University of Pennsylvania on April 22, 
1956, complaining of abdominal pain of 5 hours’ 
duration. Prior to the onset of symptoms he had 


been in excellent health and was employed 
doing light assembly work in a factory. He de- 
nied having sustained any trauma for 10 years, 
although he and his family were questioned re- 
peatedly about injury both on admission and 
during convalescence. 

Shortly after awakening from sleep on the 
morning of April 22, he experienced cramping 
pain in the left side of the abdomen which lo- 
calized one hour later in the left hypochondrium 
and became continuous in nature. The pain was 
intensified by reclining and by coughing and was 
associated with aching pain on top of the left 
shoulder. Coincident with the onset of pain he 
developed nausea and vomited. Thereafter, he 
ingested an ounce of milk of magnesia and sub- 
sequently had 2 watery bowel movements. He 
had eaten nothing on the morning of his visit to 
the hospital. 

He had had no gastrointestinal symptoms 
other than occasional epigastric bloating fol- 
lowing meals, relieved by the ingestion of an 
alkali. For 3 years he had had a minimally pro- 
ductive cough which he attributed to smoking 
35 cigarettes daily. He had none of the symptoms 
of diseases known to involve the spleen. His past 
history and family history were noncontributory. 

On physical examination the temperature was 
98.6 degrees, the pulse 78, the respirations 22, 
and the blood pressure 120 systolic and 74 dias- 
tolic. The patient did not appear to be ill. The 
abdomen was soft and flat, but there was slight 
tenderness in the left hypochondrium and left 
flank. There was no rigidity and the bowel 
sounds were active. The remainder of the physi- 
cal examination was normal. 

The hemoglobin was 12.5 grams, the white 
blood count 10,500, and the urinalysis normal. 

Course. The patient was thought to have a 
mild nonspecific gastrointestinal upset and, 
since he lived nearby, was advised to return 
home and to report back to the Receiving Ward 
6 hours later. When he returned, he reported 
that his pain had not changed and that he felt 
fairly comfortable. The vital signs were un- 
changed except for the temperature which was 
elevated to 100.2 degrees. The findings were 
similar to those of the previous examination. The 
hemoglobin was 11.5 grams, the white blood 
count 8,000, and the urinalysis was again nor- 
mal. The serum amylase was 14 units. While 
waiting for the laboratory studies to be com- 
pleted, the patient suddenly developed severe 
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Fic. 3. Roentgenograms of the chest (a) and of the abdomen (b) of a patient with spontaneous 
rupture of the normal spleen showing elevation of the left hemidiaphragm and moderately distend- 
ed loops of small and large intestine. 


pain in the left hypochondrium and was unable 
to recline or breathe deeply because of intensi- 
fication of the pain. Accordingly, he was admit- 
ted to the hospital. 

He was observed through the night and his 
pain decreased. However, on subsequent ex- 
aminations he was found to have abdominal 
distention, hypoactive peristaltic sounds, marked 
tenderness and rigidity of the entire left side of 
the abdomen, elevation of the left hemidia- 
phragm, obliteration of Traube’s semilunar 
space, and decreased breath sounds over the left 
lower lung field. His oral temperature remained 
100.2 degrees and his blood pressure 120 systolic 
and 70 diastolic, but his pulse rate climbed to 
120. Roentgenograms of the chest and abdomen 
revealed elevation of the left hemidiaphragm 
and moderately distended loops of small and 
large intestine (Fig. 3). The results of 2 hemo- 
globin determinations during the 12 hours after 
admission were 8.8 and 8.5 grams, respectively. 
The serum amylase was found to be 5 units on a 
repeated determination. A test for sickling of the 
red blood cells was negative. 

Of the 5 staff and resident surgeons who ex- 
amined the patient, one thought he had a rup- 
tured spleen. The 4 others believed perforated 
sigmoid diverticulum, perforated peptic ulcer, 


and volvulus to be the more likely diagnoses. 

Operation. On April 23, 1956, 30 hours after 
the onset of symptoms, and after the patient had 
been given 1,000 cubic centimeters of whole 
blood intravenously, the abdomen was ex- 
plored under general anesthesia through a mid- 
line upper abdominal incision. About 3,000 
cubic centimeters of blood were found in the 
peritoneal cavity. The spleen had undergone 
fragmentation and was bleeding actively. There 
were no adhesions in the peritoneal cavity. A 
splenectomy was performed. The patient re- 
ceived 1,500 cubic centimeters of whole blood 
during the operation and withstood the proce- 
dure well. 

Pathology. The specimen measured 13 by 6 by 
1.5 centimeters and weighed 86 grams. It con- 
sisted of a spleen in many pieces, lacerated irreg- 
ularly on both the convex and concave surfaces. 
The capsule was almost entirely removed. On 
microscopic examination, occasional areas of 
hemorrhage were found in the pulp. The ger- 
minal centers and pulp spaces were unremark- 
able. Aside from the hemorrhages, the organ 
appeared normal (Fig. 4). 

Postoperative course. Postoperatively the patient 
had a low-grade fever from 100 to 101 degrees 
associated with a left pleural effusion and partial 
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Fic. 4. Photomicrographs of spleen from a case of spon- 
taneous rupture. Aside from areas of hemorrhage, the 
organ appears normal. 


atelectasis of the left lower lobe during the first 
week, and with persistent drainage of sanguino- 
purulent material from the wound for 4 weeks. 
The latter was believed due to injury to the tail 
of the pancreas during the splenectomy. Sub- 
sequently, the convalescence was uncomplicated. 
The platelet count reached a peak of 676,000 on 
the eleventh postoperative day and the patient 
was heparinized until the third week when the 
count returned to normal. Thorough hemato- 
logic studies were performed, including exami- 
nations of the bone marrow and peripheral blood, 
and serial hemoglobin determinations, white 
blood and reticulocyte counts, and all were 
found to be either normal or compatible with 
the postsplenectomy state. The heterophile anti- 
body titer was normal. The patient was last seen 
8 months after operation and was well and active. 

Comment. The patient had the usual symptoms, 
signs, and laboratory findings of a ruptured 
spleen. However, this diagnosis was not seri- 
ously considered by most of the staff attending 
him mainly because no history of trauma could 
be elicited. The incision, while adequate for 
splenectomy was not ideal. Finally, the delay 
before operation was undertaken could have 
been disastrous. 


In only one of the 28 cases of spontaneous rup- 
ture of the normal spleen was the correct diag- 
nosis made preoperatively. The errors in diag- 
nosis are indicated in Table VI. Several diseases 
involving organs located in diverse regions of the 
abdomen were presumed to be responsible for 
the symptoms and signs. Fifty-two per cent of 
the patients were believed to have a perforated 
peptic ulcer, although none of them had a his- 
tory of previous symptoms suggesting ulcer. In 
2 female patients a diagnosis of ruptured ectopic 
pregnancy was entertained because of the symp- 
toms and signs of acute internal bleeding. Acute 
appendicitis was considered in 2 patients who 
had poorly localized symptoms. In this series 
of cases almost all of the acute abdominal con- 
ditions amenable to surgical treatment were 
given prominent, if not primary, consideration. 

Because of uncertainty of the diagnosis, con- 
siderable time was wasted in most of the cases 
before operation was undertaken. The average 
time interval between the onset of symptoms and 
admission to the hospital was about 13 hours, a 
delay which probably could be attributed in 
many instances to the patient’s failure to seek 
medical aid. However, the average time from 
admission to the hospital to operation was close 
to 16 hours, a delay which most surgeons would 
consider dangerously long in the presence of 
bleeding from a ruptured spleen. The delay in 
each case was due to failure to appreciate the 
true nature of the condition in question. 

The type of incision used in the recorded cases 
was a further indication of the diagnostic fail- 
ings. The abdominal incision was placed for the 
avowed purpose of performing a splenectomy in 
only 2 cases. In 75 per cent of the cases the in- 
cision of choice was one through which a sple- 
nectomy would be difficult or impossible and an 
extension or another incision was required 
(Table VII). Since perforated peptic ulcer was 
the most common preoperative diagnosis, the 
right upper paramedian incision was the one 
most frequently employed. 

The clinical features of spontaneous rupture of 
the normal spleen are indistinguishable from 
those of traumatic rupture and most of the cases 
on record presented a typical picture. Why, 
then, was this diagnosis almost invariably over- 
looked? The single difference between spon- 
taneous rupture and rupture resulting from 
trauma is the absence of a history of injury. It is 
apparent that most of the diagnostic errors in the 
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recorded cases may be attributed to this im- 
portant difference. No doubt, a correct diagnosis 
would have been made in the majority of cases if 
a history of injury to the left side of the abdomen 
had been associated with identical symptoms 
and signs. Therefore, we wish to emphasize that 
the diagnosis of spontaneous rupture of the nor- 
mal spleen deserves serious consideration in any 
case with clinical features suggestive of splenic 
rupture, even in the absence of known trauma. 


TREATMENT AND MORTALITY 


The treatment of rupture of the spleen, 
whether spontaneous or resulting from a known 
cause, is splenectomy. All other surgical methods 
of treatment, such as packing or suture of the 
spleen, are uncertain and do not merit consider- 
ation. Any nonsurgical regimen has no place in 
the therapy of splenic rupture, since anything 
short of operation is associated with an over- 
whelming mortality rate. Of course, prior to 
operation blood should be made available and 
measures to combat shock should be instituted. 

Twenty-seven of the 28 patients with spon- 
taneous rupture of the normal spleen were 
treated by splenectomy. Of those operated upon, 
one failed to survive, an operative mortality of 
4 per cent. 

The results of splenectomy for spontaneous 
rupture of the normal spleen substantiate the 
claim that splenectomy for any reason is at- 
tended by a high incidence of complications. 
Thirty-two per cent of the patients developed 
complications following operation. Four patients 
developed atelectasis or pneumonia, 3 patients 
had wound infections (2 of these with dehiscence 
of the wound), and 2 patients were troubled by 
severe ileus. Thrombophlebitis, pancreatic fis- 
tula, and cholecystitis each occurred in one case. 


TABLE VI.—PREOPERATIVE DIAGNOSES IN CASES 
OF SPONTANEOUS RUPTURE OF THE NORMAL 
SPLEEN 

Preoperative diagnosis 

Spontaneous rupture of normal 

Perforated peptic ulcer........... 

Ruptured ectopic pregnancy...... 


No. of cases Per cent 


Ruptured ovarian cyst........... 
Uterine hemorrhage............. 
“Acute abdomen”............... 


TABLE VII.—INITIAL INCISION IN CASES OF SPON- 
TANEOUS RUPTURE OF NORMAL SPLEEN 


Incisions through which Incisions through which splenectomy 
splenectomy was done was difficult and extension or new 
readily incision was required 
No. of Per No. of Per 
cases cent cases cent 
Lt. upper Rt. upper 

paramedian.. 4 17 paramedian..... 11 46 
Upper midline.. 2 8 Lower midline.... 3 13 
McBurney........ 2 8 

Rt. lower rectus... 1 4 

Lt. gridiron....... 1 4 


Two of the 28 patients with spontaneous rup- 
ture of the normal spleen died, an over-all mor- 
tality rate of 7 per cent. One patient succumbed 
3 days after splenectomy supposedly as a result 
of severe ileus, and the other died soon after ad- 
mission to the hospital before an operation could 
be performed. When compared to several series 
of traumatic splenic rupture, the mortality rate 
in the group of cases of spontaneous rupture was 
low, even when the comparison is confined to 
those traumatic cases in which only the spleen 
was injured (40, 42, 69, 80). However, it is un- 
likely that these statistics represent the true mor- 
tality rate since a considerable number of cases 
reported as spontaneous rupture of the normal 
spleen in which death occurred before or during 
operation were discounted because a thorough 
inquiry regarding trauma was not conducted. 
Thus, the series on which the mortality rate is 
based is an artificial one consisting mainly of 
patients who survived operation and then could 
be questioned in retrospect regarding trauma. 
The mortality rate of spontaneous rupture of the 
normal spleen is probably considerably greater 
than 7 per cent. 


SUMMARY AND CONCLUSIONS 


Spontaneous rupture of the normal spleen is a 
condition of unknown etiology which does not 
show a predilection for any age group and oc- 
curs more frequently in males than in females. 
There is no evidence that forgotten or unrecog- 
nized trauma plays a role in the etiology, al- 
though such is possible. According to our cri- 
teria, which include failure to obtain a history of 
trauma upon thorough questioning and evidence 
that the spleen and its environs were normal 
prior to rupture, only 28 cases of this condition 
have been reported in the English literature, in- 
cluding a case of our own. Analysis of these cases 
reveals that both the pathologic and clinical 


i- 
es 
ne | 
in | 
n- 
e- 
ad 
as 
he 
ne 
of 
m 
Acu 
VA Acu 
t 18 
he 


10 International Abstracts of Surgery - January 1958 


features of spontaneous rupture of the normal 
spleen are identical to those of traumatic splenic 
rupture. Upper abdominal pain, usually in the 
left hypochondrium, pain in the left shoulder, 
nausea, vomiting, dizziness, and syncope are the 
characteristic symptoms. The physical findings 
include abdominal tenderness and rigidity, 
either in the left hypochondrium or throughout 
the abdomen, tachycardia, and in advanced 
cases frank shock. Anemia and leucocytosis are 
usually associated features, and abdominal 
roentgenography and needle paracentesis are 
ancillary studies which may be of considerable 
aid in the diagnosis. The treatment of this dis- 
order is splenectomy. The mortality rate in the 
reported cases was low, although it probably did 
not represent the true mortality rate because of 
the manner in which the cases were selected. 

Spontaneous rupture of the normal spleen 
represents a problem in diagnosis rather than in 
therapy. Although the clinical features clearly 
indicate the true nature of this disorder, the 
diagnosis usually fails to receive consideration 
because of the absence of a history of injury. In 
all but one of the cases on record some other 
disease was believed to be responsible for the 
symptoms and signs, most commonly perforated 
peptic ulcer. As a result, valuable time was often 
wasted in observation of the patient, and once 
operation was undertaken the initial abdominal 
incision was usually one through which sple- 
nectomy was difficult or impossible. It is our be- 
lief that in the majority of instances the surgeon 
who encounters a case of spontaneous rupture of 
the normal spleen will make the correct diag- 
nosis if he is familiar with this disorder. Herein 
lies the purpose of this review. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


EYE 


Studies on the Etiology of Trachoma, with Special 
Reference to Isolation of the Virus in the Chick 
Embryo, T’anc Fet-Fan, Cuanc Hstao-Lou, Huanc 
Yuan-T’unc, and Wanc K’o-Cw’1en. Chin. M. 7., 
1957, 75: 429. 


THE ETIOLOGY of trachoma and the isolation of the 
virus in the chick embryo is the object of this work 
done in Peking, China. Ninety-three specimens and 
68 experiments were carried out, some in extreme 
detail. 

The conclusion arrived at was that the virus causing 
trachoma was a large-sized filtrable agent with the 
following characteristics: (1) it was inactivated by 
heat (50 degrees C.), desiccation, formalin, phenol, 
phenyl mercuric nitrate, bichloride of mercury, al- 
cohol, penicillin, terramycin, and aureomycin, and 
(2) it was resistant to ether, merthiolate, streptomy- 
cin, and freezing. The virus can be kept alive for 5 
months at —50 degrees C., and for a few days in glyc- 
erine. 

The virus is pathogenic for the chick embryo, and 
causes a folliculosis and conjunctivitis in monkeys. 
It is not pathogenic for mice, hens, rabbits, or guinea 
pigs. 

The authors discuss the differentiating qualities of 
this virus from all known viruses. The article carries 
us steps closer to the exact etiological agent of tra- 
choma. —FEarl H. Merz, M.D. 


Subconjunctival Suture in Cataract Operation. Jose 
I. BARRAQUER Moner. Arch. Ophth., Chic., 1957, 57: 
815. 


THE AUTHOR describes in detail the new suture which 
he has been using in cataract extraction for 7 years. 
A conjunctival incision is made 5 mm. from the lim- 
bus, and a flap is dissected slightly beyond the limbus. 
The keratotomy incision is made with a keratome and 
scissors. After delivery of the lens the keratotomy 
wound is closed with seven buried corneoscleral su- 
tures of virgin silk. The conjunctival wound is closed 
with No. 00000 catgut. The subconjunctival sutures 
remained indefinitely in 25 per cent of the cases. In 
most cases the sutures were eliminated spontaneously 
— the twentieth and thirtieth postoperative 
ays. 

If the sutures perforate the conjunctiva and cause 

the sensation of a foreign body they are removed 15 


13 


days after the operation. Barraquer found that these 
sutures contributed to the safety of the operation and 
reduced the number of postoperative accidents. 

The patients were permitted to ambulate immedi- 
ately after the operation; the period of bandaging was 
shorter and the recovery of visual acuity was more 
rapid. They were discharged on the third day, the eye 
being left unbandaged, unless it was too irritable. 

Tabulated data of 100 cases in which this method 
of closing the keratotomy wound was used, and of 100 
cases in which the conventional suture was used sup- 
port the author’s claim for the advantages of the sub- 
conjunctival suture. 

The suture, a needle holder, and the corneal for- 
ceps are described in detail and illustrated. 

—Ray K. Daily, M.D. 


The Ridley Lens Implant. Epwarp Epstein. Brit. 7. 
Ophth., 1957, 41: 368. 


THE AUTHOR reports his experience with 84 Ridley 
lens implantations done in the period from Novem- 
ber, 1951 to December, 1955, on patients ranging 
from 9 to 80 years. His series included 18 traumatic 
cataracts, 1 congenital cataract, 3 cataracts complica- 
ted by heterochromic cyclitis, and the remainder of 
the senile type. All but 3 of the author’s cases were 
unilateral. 

There were 12 failures among the 84 cases and 
these failures were discussed in detail. Four patients 
developed corneal changes similar to a Fuchs’ dys- 
trophy; 2 of these patients later had corneal grafts 
and one of these seemed to be successful. In 5 cases 
the lens luxated into the anterior chamber; these cases 
had all been traumatic cataracts, for which surgery 
had been questionable because of iris tears and broad 
posterior synechiae. Two implantations had been 
done after intracapsular extraction before it was 
realized that this, in itself, was a contraindication, 
and the implant slid down between the iris and the 
hyaloid membrane. The last failure resulted from 
severe hyphema. 

The author thought that 6 or 7 of these failures 
could have been avoided by improved technique, and 
by ascertaining that the iris sphincter was active and 
intact, and that no heavy indivisible posterior syn- 
echiae were present. Haziness of the posterior cap- 
sule was described as a minor complication. This may 
occur early or late. In any event, it was necessary to 
do posterior needlings in 24 of the series. Needling of 
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an anterior occlusion of the pupillary membrane was 
necessary in 15 cases. 

The author’s technique for the surgery is given in 
moderate detail, and he places special emphasis on 
the value of diamox preoperatively to secure a soft eye 
and the use of hydrocortisone in the anterior cham- 
ber at the time of surgery to decrease postoperative 
reaction. 

A modified lens, which is larger and thinner, is 
suggested to give better refractive results, facilitate 
centration, and eliminate the bad effects of poster- 
ior peripheral synechiae. —A.V. Mortensen, M.D. 


Treatment of Retinal Artery Occlusions. Ltoyp M. 
WEEREKOON. Am. 7. Ophth., 1957, 43: 947. 


Tuis 1s a brief survey of the methods used in the treat- 
ment of retinal artery occlusion. The results are 
illustrated by 10 brief reports of cases treated by ret- 
robulbar injections of priscol, and 7 cases treated 
with retrobulbar injections of ronicol. 

It is pointed out that regardless of the etiology of 
the occlusion or the age of the patient, arterial spasm 
whether secondary or primary is always an important 
factor in the pathologic process, and for that reason 
the author urges prompt and intensive use of vaso- 
dilators. Of the 10 cases treated with priscol, 5 
showed definite improvement. The cases treated with 
ronicol, even those with occlusion of the central retinal 
artery, all presented good recoveries. 

—Ray K. Daily, M.D. 


Observations on the sang of Retinal Detachment 
Operations on Human Eyes. Epwarp TAMLER. 
Am. F. Ophth., 1957, 43: 908. 


THE MATERIAL for this study comprised 4 eyes which 
underwent penetrating and lamellar scleral resections 
for retinal detachment. One eye from a 70 year old man 
who died one month following penetrating resection 
was obtained at autopsy. Another eye was enucleated 
from a 30 year old man one year after a penetrating 
resection had been done for myopic detachment. 
One eye which had undergone lamellar resection 
was enucleated from an 81 year old woman who 
died 10 days following the operation; and another eye 
was enucleated 1.5 years after an unsuccessful opera- 
tion, because of suspicion of a pigmented intraocular 
tumor. 

Nineteen photomicrographs illustrate the changes 
which have taken place in human eyes following these 
operations. The interesting features of these sections 
are: (1) the demonstration of the healing of the scleral 
wound from the episcleral tissues, (2) the folding of 
the choroid in a fresh wound, (3) the granulomatous 
reaction in the region of the catgut sutures, with 
absence of tissue necrosis about them, (4) the vitreous 
bands in the myopic eye, and (5) the localized depres- 
sion on the inner surface of the scleral wound, with 
the choroid wrinkled from the wound to the optic 
nerve, which indicated that the choroid was loose 
enough to take up slack of a scleral resection with 
time, and did not remain in folds over the operative 
area. The sections of the eyes from a lamellar scleral 
resection showed the retina protruding into the vitre- 
ous cavity; the residual scleral lamellae were buckled 
inward and there was wrinkling of the choroid over 


the wound. The sections demonstrated that the fixed 
retinal folds which frequently accounted for surgical 
failures were held together by a loose connective tissue 
on the inner retinal surface. The pigmented neoplasm 
was a nevus. ‘ —Ray K. Daily, M.D. 


Safety Requirements for Acrylic Implants. FREDERICK 
Rww1iey. Brit. 7. Ophth., 1957, 41: 359. 


Tuis is a technical article concerning acrylic implants; 
it deals with the materials, the manufacture, and the 
physical chemistry. A method of preparing acrylic 
prostheses is described, and the procedure of handling 
the lens at the time of operation is outlined. 

The author believes that polymethy! methacrylate 
is inert and incapable of evoking a sensitization re- 
sponse when manufactured under the conditions 
which he describes and with strict attention to clean- 
ing and sterilization. Emphasis is also laid upon the 
use of dry forceps, not contaminated with any deter- 
gent or antiseptic, the placing of the lens in the eye, 
and upon the avoidance of contamination with talc 
or glove powder. 

He believes that careful attention to these details 
may avoid many of the disadvantages that have been 
associated with the use of acrylic implants in ophthal- 
mology. —A. V. Mortensen, M.D. 


Glutathione Protection in X-Irradiated Eyes. ARNOLD, 
A. Swanson, Hernricu W. Rosz, and Jack I. Tause. 
Arch. Ophth., Chic., 1957, 57: 832. 


SULFHYDRYL-CONTAINING COMPOUNDS act as competi- 
tive acceptors for certain injurious products, such as 
hydroxyl and perhydroxyl radicals, formed in irradi- 


ation of the tissue water in the presence of oxygen. : 


Accordingly, this study was undertaken to determine 
if protection could be obtained in any tissue in which 
- = sulfhydryl concentration could be estab- 
ished. 

Glutathione was selected for the experiments be- 
cause all mammalian tissues contain appreciable 
amounts of glutathione and also because it is active in 
enzymatic reactivation and cellular metabolism. Glu- 
tathione has a reducing action that maintains the 
activity of the enzymes which catalyze protein syn- 
thesis and thereby favorably influence growth. 

In the experimental procedure, New Zealand white 
male rabbits were used and were grouped into: nor- 
mal animals, irradiated animals, animals which were 
irradiated and treated with glutathione a few minutes 
prior to irradiation, and animals which received only 
glutathione. The animals were irradiated by single 
x-ray exposure to the head. Three different doses were 
employed: 800, 2,240, and 6,000 roentgens. 

The studied animals were killed by decapitation. 
The retina, combined with the iris and ciliary body, 
cornea, and conjunctiva were taken from the right 
eye, and the combined lens capsule and epithelium 
from the right and left eyes were used to give a sul- 
ficient sample for analysis. 

Enzyme assays for succinic dehydrogenase, cyto- 
chrome oxidase, and glucose-6-phosphate dehydro- 
genase were made to determine the protective effect 
of glutathione on their enzyme activity. 

The conjunctiva, cornea, anterior chamber, iris 
and ciliary body, as well as the retina, showed marked 
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changes due to injury from x-irradiation. The dif- 
ferences between the treated and untreated animals 
are sufficient to indicate that pretreatment with 
glutathione is definitely protective for 800 roentgens 
of irradiation and at least moderately protective 
against clinical changes at the higher levels of irradi- 
ation. 

The essential clinical changes were hyperemia, 
edema, and hemorrhages, varying in degree with the 
level of irradiation. The iris and ciliary body were the 
most severely affected tissues of all the ocular struc- 
tures studied. 

This report is preliminary and experiments are 
being continued at different hours after irradiation. 
An extended study is also being made on animals 
irradiated with 800 roentgens, with and without 
glutathione protection, for survival and resistance to 
cataract. —A. V. Mortensen, M.D. 


EAR 


Mobilization of the Stapes for Improvement of De- 
fects in Hearing Due to Clinical Otosclerosis. C. M. 
Kos, 7. Internat. Coll. Surgeons, 27: 627. 


THE DEVELOPMENT and technique of the stapes mo- 
bilization operation is reviewed in brief. The results 
of 400 such operations are analyzed on the basis of 
average hearing improvement produced in each of 
the three classes of preoperative hearing impairment. 

.Clearly the extent of success is related to the degree 
of preoperative residual neural function (indicated 
by the size of the air-borne gap). Considerable hear- 
ing improvement took place in 32 per cent of 400 
mobilizations, more limited but useful improvement 
occurring in a further 22 per cent. In 62 subjects 
(15.5 per cent) hearing regressed after initial improve- 
ment; some of these patients have been successfully 
remobilized, some have been fenestrated, and some 
have turned to hearing aids. 

One hundred and twenty-two cases must be re- 
garded as failures, 10 of them showing an increase of 
hearing loss of the order of 10 to 15 decibels; there 
were otherwise no adverse results of the mobilization 
surgery. 

Stapes mobilization provides a relatively uncom- 
plicated method of improving the hearing in selected 
cases of otosclerosis; practically no changes in middle 
ear structure are produced and the surgery involves a 
minimum of mental and physical strain. 

—John R. Lindsay, M.D. 


Five Cases of Hidradenoma of the External Auditory 
Meatus: So-Called Ceruminoma. J. M. JoHNsTONE, 
B. Lennox, and A. J. Watson. 7. Path. Bact., Lond., 
1957, 73: 421. 


Five cases of so-called ceruminoma of the external 
auditory meatus are described and illustrated by 
photomicrographs. It is claimed that these sweat 
land tumors (hydradenomas) arise in the apocrine 
glands of the external auditory meatus 
and do not, as such, merit any distinctive name. These 
glands do not secrete wax, which is a product of the 
sebaceous glands of the meatus. The tumors show 
most of the histological variants encountered in 
hydradenomas occurring elsewhere on the skin sur- 


SURGERY OF THE HEAD AND NECK 15 


face, but may more frequently be malignant in type. 
The treatment of choice of these tumors is early wide 
excision. —John R. Lindsay, M.D. 


MOUTH 


Cancer of the Tongue; a Study Based on 653 Patients. 
Stanrorp Cape and E. Stanrey Lee. Brit. 7. Surg., 
1957, 44: 28. 


THIS ARTICLE is a statistical study of 653 cases of 
carcinoma of the tongue personally studied by the 
authors over the past 30 years. This series is composed 
of cases involving all parts of the tongue even when 
there was an overlapping to adjacent structures. 

The age incidence of carcinoma of the tongue ap- 
peared to be about the same as it was 30 years ago, 
but there was a marked change in the sex distribution 
in that the percentage of females with carcinoma of 
the tongue had markedly increased. 

The authors classified the carcinomas as prolifera- 
tive, ulcerative, and infiltrative. In the whole series 
all but 8 of the tumors were epidermoid carcinomas. 
The exceptions were one lymphoepithelioma, 2 
transitional cell carcinomas, one angiosarcoma, 3 
adenocarcinomas, and one plasmacytoma. 

As to treatment, in lesions of the anterior two- 
thirds of the tongue accurate radium implantation 
was utilized. Lesions which were inaccessible to accu- 
rate implantation but were thought to be best suited 
for radiation therapy were treated by external radia- 
tion with teleradium units. 

It was thought by the authors that all patients with 
cervical nodes should be treated by radical surgery if 
the patient’s general condition warranted and if the 
tumor was considered operable. Those patients who 
were radioresistant or in whom the mandible was 
involved were also treated by surgery. 

With these methods of treatment the authors be- 
lieve that the 5 year survival rate compares favorably 
with that in other published reports. They feel very 
strongly that most carcinomas of the anterior two- 
thirds of the tongue should be treated with radium 
implantation. —G. George Maier, M.D. 


PHARYNX 


Epidermoid Carcinoma of the Nasopharynx Among 
“the Chinese; a Study of 31 Necropsies, T. B. TEcu. 
J. Path. Bact., Lond., 1957, 73: 451. 


Gross autopsy and later histological study of 31 cases 
of epidermoid carcinoma of the nasopharynx in Chi- 
nese patients, including one after irradiation treat- 
ment, revealed clear epidermoid features as well as 
other structural variants previously described as lym- 
phoepitheliomas or transitional cell carcinomas. These 
tumors arose from the stratified squamous epithelium 
of the nasopharynx, some of them being clearly multi- 
focal and some diffuse in orgin. Lymphocytes, which 
have led to confusion in terminology in the past, were 
shown to be only incidental components of some of 
these tumors. 

Cervical metastases were seen in 27 cases and re- 
mote metastases in 15 cases. The most frequent site 
of remote metastasis was the liver (12 cases), followed 
by the lungs (6 cases). 
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In 11 cases, the cervical veins, usually the internal 
jugular vein, were invaded, and in each of these in- 
stances there were remote metastases. 

Direct invasion of the bones of the base of the skull 
was present in 21 cases, and intracranial extension in 
11 of these. The average age of these Chinese patients 
(41.1 years) was lower than that of the groups of 
European patients studied elsewhere (Godtfredsen: 
56 to 60 years), and men were observed to be affected 
twice as commonly as women. 

This article is abundantly illustrated by photo- 
graphs of gross and microscopic preparations. 

—john R. Lindsay, M.D. 


NECK 


The Choice of a Radioactive Isotope for Treatment of 
Carcinoma of the Thyroid. A. F. Puiturps. Brit. 7. 
Radiol., 1957, 30: 247. as 


Tue tsoToPE I"! is used therapeutically in the treat- 
ment of carcinoma of the thyroid. The suitability of 
iodine isotopes depends upon the findings and shape 
of the tumor to be destroyed. 

The distribution of radioiodine in tumors has been 
studied by autoradiography. The radiation from I" 
fails to give an adequate dose to regions of low up- 
take in typical carcinoma of the thyroid. 

All of the known isotopes of iodine are listed in a 
table with all of their important details. The rate of 
excretion varies widely in different tumors. 

Among the 6 emitters I™ has outstanding ad- 
vantages. It has a half-life of 4.5 days. The main 6 
ray energy is three times that of I™. The half-value 
layer in the tissue is approximately 2 millimeters. 
The comparison between I! and I! is shown in a 
table. I™ was theoretically more advantageous than 
pa, 

At the present time attempts are being made to 


produce experimental amounts for physical measure- 
ments and for therapeutic trial. P% is made by 
bombardment of antimony with a particles. The 
measurements will be determined later. The auto- 
tadiographs taken were very encouraging. 

At the present time there is an irregular distribution 
of radioactivity with 

—Richard 7. Bennett, M.D. 


Tumors of the Carotid Body (I tumori del glomo caro- 
tideo). Canto Uccert. Arch. ital. chir., 1957, 82: 54. 


THE AUTHOR reports the case of a 14 year old patient 
with a carotid body tumor who was treated surgically 
with an excellent result after a 7 year follow-up. 

The article contains a very complete review of the 
various writings on the subject. Approximately 300 
carotid body tumors have been reported in the litera- 
ture, and their incidence is believed to be 1 in 1,700,000 
persons. They are most frequently seen in middle age 
or during the fourth decade of life; they are rarely 
seen in children and older people. The tumor is 
usually benign and slow growing, and presents a very 
variable histological picture. Occasionally it is malig- 
nant and very rarely does it metastasize. Carotid body 
tumors are almost always asymptomatic although 
occasionally they produce some pain on motion of the 
neck, dysphagia, tracheal pressure, and various neuritic 
manifestations due to pressure. In the differential diag- 
nosis one must consider branchiogenic cysts, metastatic 
thyroid carcinoma, carotid aneurysms, neurofibroma, 
tuberculous lymphadenitis, and Hodgkin’s disease. 
Needle biopsy has occasionally been of value. Arteri- 
ography is of no value. 

The author advocates surgical excision of the tumor, 
and emphasizes the hazards and mortality of ligation 
of the carotid artery. He makes no mention of the 
possibility of vascular grafts as an adjunct to radical 
surgical excision. —George L. Nardi, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Congenital Absence of the us Callosum; Report 
of a Case and Review of the Literature. Ursuta T. 
Stacer, AtmMA B. Ketty, and A. WAGNER. 
N. England 7. M., 1957, 256: 1171. 


THE AUTHORS present the sixteenth reported adult 
case of asymptomatic absence of the corpus callosum 
found at autopsy. 

They review arguments for and against a syndrome 
of this anomaly and conclude that the function of the 
corpus callosum is such that an adult can well live 
without this structure, provided there are no other 
congenital anomalies present, as often seen in chil- 
dren. — Joseph Ransohoff, M.D. 


Acute Focal Cerebral Ischemia; Role of Interruption 
of Sympathetic Impulses to the Cerebral Vessels in 
Its Prevention and Treatment. H. D. Kircis and 
R. C, LLEwEttyn. Surgery, 1957, 41: 808. 


Tue AUTHORs have reviewed the debate in an exten- 
sive literature over the efficacy, indeed the wisdom, of 
the use of medical or surgical means to depress or de- 
stroy sympathetic impulses to the cerebral vessels in 
the event of cerebral vasospasm. Their experience has 
been a considerable one, and they definitely believe 
that when the diagnosis of such spasm is of fair cer- 
tainty, sympathetic blocking or surgical interruption 
of the cervical chain may go far toward avoiding the 
extensive vessel deterioration, cerebral infarction, and 
permanent neurologic loss which is bound to follow, 
especially in those patients who have recurrence of 
their spasm. The cause of cerebral vascular spasm in 
the absence of thrombi, emboli, or arteriosclerotic 
plaques is not well understood, and there may be vari- 
ous, though vague, reasons for it. Four interesting case 
histories are presented to illustrate the various prob- 
lems which may be encountered in this class of pa- 
tients. 

The authors are aware of the difficulty of differen- 
tial diagnosis when embolism, frank intracerebral 
hemorrhage, or vasospasm are possibilities. And if the 
condition has extended to actual hemorrhagic infarc- 
tion, vasodilatation by either medical or surgical 
measures may increase the cerebral deterioration. If 
prolonged or of repeated occurrence vasospasm will 
result in ischemic changes in the neural tissues and 
such vessel deterioration that infarction will result. 
Therefore, ideally the treatment for vasospasm should 
be given just as early as possible, together with physi- 
cal rest and general supportive measures. Angio- 
graphic studies are of much help in determining the 
patency of vessels and whether any surgical lesion ex- 
ists in the vessels of the neck or brain, but it must be 
used with caution in any event. The use of carbon 
dioxide is of questionable value and safety; nicotinic 
acid and nitroglycerine are considered generally safe 
from side effects in helping to prevent localized cere- 
bral ischemia, the result of vasospasm. 

—Jjohn Martin, M.D. 
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Intracranial Calcifications (Les calcifications intra- 
craniennes). JEAN E. Partras, J. Lecrf, and A. 
Massap. Presse méd., 1957, 65: 768. 

IN A REVIEW of a series of 814 sets of skull roentgeno- 

grams in which intracranial calcifications were found, 

655 were believed to be physiologic in nature, and the 

other 159 pathologic (of which 33 were anatomically 

verified). With this number of cases the authors have 
felt justified in classifying intracranial calcifications. 

Physiologic calcifications may occur in the meninges 
(falx, tentorium cerebelli, clinoid ligaments, pacchi- 
onian granulations), the pineal gland, the hypophysis, 
and choroid plexuses. With present day improved 
x-ray technique it is usually possible to differentiate 
such intracranial changes from pathologic states, 
especially when roentgenographic studies are bol- 
stered by careful clinical examination. 

Pathologic calcifications exist under a wide variety of 
conditions. 

1. Intracranial calcification may be of vascular 
origin (calcification of the intracavernous portion of 
the internal carotid artery; intracranial aneurysms, 
especially at the base of the brain; arteriovenous 
angiomas; old subdural hematomas; intracerebral 
hematomas; calcifying cerebral endarteritis of Geyelin 
and Penfield; calcification of the pallidum in Fahr’s 
disease; and focal deposits in the brains of infants in 
which atrophy is the result of anoxia and subsequent 
sclerosis). 

2. The calcifications seen in the neuroangiomatoses 
of the Krabbe type, in Bourneville’s sclerosis of the 
cerebellum, and in von Recklinghausen’s neurofibro- 
matosis may also be of vascular origin, but they rather 
suggest a separate pathologic group. 

3. Calcification is common in tumors (oligodendro- 
gliomas, 66 per cent; astrocytomas, 4 per cent; glio- 
blastomas, 7 per cent; ependymomas, 25 per cent; 
meningiomas, 16 per cent; craniopharyngiomas, 70 
per cent; pinealomas, 50 per cent in children; and in 
other less common tumors such as lipomas of the 
corpus callosum, cholesteatomas, dermoids, and tera- 
tomas). 

4. Calcification may be the result of infection 
(cerebral tuberculoma, toxoplasmosis in children, 
torulosis, cysticercosis, hydatid cyst, trichinosis, coc- 
cidiosis, and old encysted cerebral abscess). 

Pathologic intracranial calcifications therefore ap- 
pear to be due to one of four general reasons: calcified 
tumors, the result of tissue changes due to aging, 
calcium deposits in areas of degeneration and necrosis, 
and vascular abnormalities. — John Martin, M.D. 


Electroencephalographic Diagnosis of Brain Tumors. 
RecmnaLp G. Bicxrorp. Am. 7. Surg., 1957, 93: 946. 
FULL REALIZATION of the difficulty of electroencepha- 
lography and careful attention to certain technical 
points are essential if reliable diagnoses are to be es- 
tablished by this means. The most important re- 
uirements for satisfactory diagnostic recording are: 
1) a skillful and well trained technician, (2) a well 
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trained electroencephalographer, and (3) a reliably 
serviced electroencephalograph (EEG) with eight- 
channel recording. The technician should have had 
a year of training in the technique and the interpreter 
at least 6 months; if these requirements cannot be 
fulfilled it would be better to have no EEG examina- 
tion at all as it can be a most dangerously misleading 
technique in the hands of inexperienced operators. 

The author presents a review of the EEG findings 
in three groups of brain tumors, namely, cortical 
tumors, subcortical tumors, and midline tumors. In 
the last-mentioned category are included parasagit- 
tal, third ventricle, midbrain, and posterior fossa 
tumors, since these are likely to produce similar 
changes in the EEG findings. The EEG findings are a 
means of screening for organic focal lesions, particu- 
larly for cortical tumors and to a lesser extent for sub- 
cortical and midline expanding lesions. With care in 
the technique and their interpretations, the neurolo- 
gist and neurosurgeon are provided with a very use- 
ful and reliable method of supplementing their clini- 
cal impressions. 


Conservative Surgical Treatment of Essential Facial 
Neuralgia (La chirurgie conservatrice de la névralgie 
faciale essentielle). J. GumtaumMe and G. Mazars. 
Presse méd., 1957, 65: 925. 


By EVALUATION of the different procedures for the 
treatment of essential facial neuralgia (chemical 
neurolysis, electrolytic destruction, retrogasserian 
neurotomy, tractotomy) the authors have come to 
believe that surgical treatment permits a definitive 
cure of essential facial neuralgia without risk, but 
that there will be some postoperative anesthetic 
sequelae. In order to eliminate these, conservative 
surgical treatment is advised (Taarnhof). In evalu- 
ating the transdural and the extradural approach, 
the author states that the transdural approach of 
Taarnhof, who opens the radicular sheet of the tri- 
geminal nerve on the superior border of the petrous 
bone, is an extensive dissection of the nerve prolong- 
ing the incision into the major part of Meckel’s cavity. 
The author uses the extradural approach because it 
permits a more extensive liberation of the trigeminal 
nerve. After having liberated the temporal dura from 
Meckel’s cavity and the radicular sheet of the tri- 
geminal nerve, the author incises the cavity and the 
radicular sheet from the upper border of the petrous 
bone up to the oval or round window by passing a 
dull hook under the root and gasserian ganglion to 
assure complete liberation. In 40 cases there was an 
immediate disappearance of the facial neuralgia ex- 
cept in 4 cases in which a few electrical-like discharges 
could be felt near the trigger zone for 1 to 5 days. This 
condition completely disappeared later. There were 
no postoperative complications except 1 case of con- 
junctivitis. 

Postoperatively, the patient presents a discrete 
facial hypoesthesia affecting only the territory in- 
nervated by one of the branches of the trigeminal 
nerve. This hypoesthesia disappears slowly 2 months 
postoperatively and thus avoids impairment of masti- 
cation. However, in this study 5 patients presented in- 
frequent, residual sensory sequelae (stiffness of the 
chin and edema of the lips). 


Regardless of the good results of the trigeminal nerve 
liberation, the use of alcoholization of the mental 
(labial) and infraorbital branches of the trigeminal 
nerve in a recent facial neuralgia of those areas should 
not be abandoned. Concerning the facial neuralgia 
localized in the area of the upper and lower maxil- 
lary bone, the trigeminal liberation must be compared 
to the partial retrogasserian neurotomy by the tem- 
poral approach. These are benign operations except 
for the postoperative ocular complication; but the 
facial paresthesia which follows, as well as the im- 
pairment in mastication, are disadvantages not en- 
countered after trigeminal liberation. In case of grave 
neuralgia, affecting especially the first branch of the 
trigeminal nerve, the trigeminal liberation is the best 
operation. The alcoholization of Gasser’s ganglion 
gives a facial anesthesia, ocular complications, im- 
pairment in mastication, and may transform this es- 
sential neuralgia into a continued algia resistant to all 
known treatment. 

The retrogasserian neurotomy by the temporal 
approach produces an intermittent facial anesthesia. 
Neurotomy by the posterior approach (Dandy), if it 
respects the sensibility to touch, is more difficult in 
geriatric cases than the operation by the temporal 
approach and does not offer as good a result. Tri- 
geminal liberation gives immediate good results with 
total disappearance of pain and without ulterior sen- 
sory disturbance, as well as without ophthalmic and 
mastication disturbances. If the pain recurs, neuro- 
tomy is advised; the neurotomy is advised in certain 
cases of atypical neuralgia when a liberation of the 
trigeminal nerve cannot be done, especially if al- 
coholization of Gasser’s ganglion had been done pre- 
viously. — Maurice Bakaleinik, M.D. 


SPINAL CORD AND ITS COVERINGS 


The Neurosurgical Aspects of Paraplegia Due to 
Pott’s Disease (Les aspects apenendanaatianea des 
paraplégies pottiques). G. Guror and J. RoucErt. 
Sem. hép. Paris, 1957, 33: 1854. 


IN ANY pDiscussion of the neurosurgical aspects of 
paraplegia resulting from Pott’s disease, the authors 
realize that it is easy to tread upon “orthopedic 
grounds” and that, at best, many of the problems re- 
main controversial and unsettled. They feel that when 
radicular pain and paraplegia result from distortion 
and compression the matter is an acute neurosurgical 
one, granting that in the end uncured Pott’s disease 
still exists in the patient. 

They visualize three general types of neurosurgical 
situations in Pott’s disease. 

1. Tuberculous epiduritis, in which a mass of tuber- 
culous granulation tissue, 5 to 15 mm. in thickness, 
may extend for any distance up and down or in 
encircling fashion over the dura mater, compressing 
it and the contained cord. Radicular pain usually 
precedes the actual paraplegia; it is due to the com- 
pression, stretching, and inflammatory changes of the 
roots. The operative treatment is a wide laminectomy, 
extended well above and below the limits of the epi- 
dural mass, with careful stripping away of all the 
granulation tissue so that no place in the dura or the 
root sheaths is opened. Fortunately, the mass usually 
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strips easily. Special care must be made to locate and 
remove the bone focus from which the lesion has 
originated (anywhere in the posterior arch, pedicles, 
or body), although at times the epidural lesion seems 
to be primary in origin. 

2. Compression arising anteriorly from an expand- 
ing abscess in the interspace, vetebral body, or retro- 
pleural or retroperitoneal space. Compression of the 
cord and stretching of the roots locally are due to the 
posterior bulging of the posterior longitudinal liga- 
ment, anterior to which lies the lesion seeking exten- 
sion. If the neurologic signs are definitely lateral in 
nature, the lesion may be approached through a 
hemilaminectomy. The ligament is opened, the cavity 
is drained, all detritus and soft bone are carefully 
curetted away, and the walls of the resultant defect 
are treated with Zenker’s solution. Any epidural 
plaques that are present may be removed at the same 
time, and frequently these two general types of le- 
sions, so far as location and point of compression are 
concerned, occur simultaneously. 

3. Tuberculous hypertrophic pachymeningitis. This 
is not to be confused with the rare lesion of noninfec- 
tious hyperplastic thickening of the dura mater, but 
rather consists of thickened layers of the dura between 
which are numerous tuberculous nodules. The dura 
is intimately stuck to the arachnoid, and the latter 
to the cord, so that surgical removal of the constrict- 
ing dura is one of great difficulty. The dura may 
present a constricting fibrous collar around the cord, 
up to 5 mm. in thickness. This condition is not com- 
mon, and too little experience has been had with it to 
allow positive conclusions as to its safe surgical re- 
moval. It is probably best simply to open it widely 
with two longitudinal slits posteriorly, and then leave 
it in place. — John Martin, M.D. 


PERIPHERAL NERVES 


Benign Tumors of the Peripheral Nerves and Their 
Masquerade. Henry W. Donce, Jr. and WINCHELL 
McK. Craic. Minnesota M., 1957, 40: 294. 


A sTupy was made of 343 solitary benign tumors of 
the sheaths of peripheral nerves that were removed 
surgically at the Mayo Clinic between 1909 and 1948, 
inclusive. All peripheral nerves were included in this 
study except the intracranial portions of the cranial 
nerves, the optic nerves, the spinal nerve roots, and 
the sympathetic nervous system. 

In an attempt to obtain a clearer picture of the 
true nature of these so-called benign tumors of nerve 
sheaths, the authors excluded traumatic, amputa- 
tional, sclerosing, or diffuse plexiform neuromas, 
metastatic, malignant, or multiple tumors, and any 
lesions possibly related to Recklinghausen’s disease. 

The pathologic diagnosis was made routinely from 
fixed sections stained with hematoxylin and eosin. 
Special stains for reticulin, connective tissue, neuro- 
fibrils, and fat were employed in some cases. 

As a result of their study they found that solitary 
peripheral neurofibromas (neurilemmomas), in the 
absence of the stigmas of Recklinghausen’s disease, 
apparently are extremely benign lesions that may 
masquerade as other pathologic conditions. 

These tumors most commonly are evidenced by the 


SURGERY OF THE NERVOUS SYSTEM 19 


presence of a mass along the course of a nerve, but if 
they occur in deeper tissues or in the thorax or ab- 
domen they may be “silent” and an accurate diagnosis 
may be delayed or difficult. 

Treatment of neurofibromas is always surgical and 
removal can be effected through excision or capsular 
enucleation. Recurrence is uncommon, as is malig- 
nant sarcomatous degeneration. Roentgen therapy 
does not appear to be effectual, and trauma ap- 
parently is unrelated to the occurrence of these 
tumors. Advantage should be taken of Langer’s 
cutaneous lines and of “‘step” incisions crossing flexion 
creases in planning the operative approach. The 
prognosis should be excellent after adequate enuclea- 
tion or total excision. 


Paralyzing Sciatica; Clinical, Pathogenic, and Thera- 
eutic Study Based on 100 cases (Sciatique para- 
ysante; étude clinique, pathogénique, thérapeutique 
d’apres 100 observations). By S. pe Size, J. Gun- 
LAUME, R. DesproGEs-GoTTERON, S. H. JuURMAND, and 
M. Martre. Sem. hép. Paris, 1957, 33; 1773. 


THE AUTHOR defines paralyzing sciatica or those cate- 
gories of sciatica that by their clinical evolution and 
etiology are classified in the category of the common 
vertebral sciatica, but in which the affected limb 
undergoes a paralysis of the leg muscles consisting in 
the diminution of dorsiflexion and plantar- flexion of 
the corresponding foot and toes and imposing a cer- 
tain degree of incapacity. This definition excludes the 
cases of posterior protrusion of the lumbar nucleus 
pulposus with their bilateral multiradicular motor 
symptomatology of perineogenital saddle anesthesia 
and sphincteric disturbance (cauda equinum syn- 
pret and also paretic sciatica which is charac- 
terized by the difficulty the patient has in staying on 
his toes (first sacral vertebra) and on his heels (fifth 
lumbar vertebra). In the sciatica due to a lesion at 
the level of the fifth lumbar vertebra, there is also a 
diminution of the extensor power of the hallucis lon- 


Paralyzing sciatica appears in the patient with a 
past history of lumbago and lumbalgia and is charac- 
terized by a short, acute attack of hyperalgic sciatica. 
topographically at the fifth lumbar level and rarely at 
the first sacral vertebra. In 80 per cent of the cases. 
the pain subsides in 1 to 3 weeks or disappears sud- 
denly or progressively. It is at the moment when the 
pain disappears that the paralysis starts. This paraly- 
sis might be a paralyzing sciatica at the fifth lumbar 
vertebral level which is characterized by paralysis of 
the muscles of the anteroexternal region of the leg with 
pronounced muscular hypotonia. The paralysis is 
elective for the muscles of the anteroexternal region 
but may be dissociated, involving certain muscles and 
respecting others. Frequently the anterior tibialis 
muscle is not involved because it receives innervation 
from the fourth lumbar vertebra. The patient cannot 
stay on his heels and has a steppage gait. 

Paralyzing sciatica at the first sacral level is char- 
acterized by paralysis of the muscle of the posterior 
region of the leg; some of the muscles of the posterior 
region of the thigh may be involved; the patient 
cannot stand on his toes; there is no steppage gait; and 
the heel hits the ground while the patient is walking. 
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Fic. 1 (De Seze et al.). a, Lateral view showing how a 
protruded intervertebral disc may compress the ra- 
dicular artery; if the radicular artery is situated in front 
of the nerve root it may be crushed between the disc 
and the anterior region of the nerve root. b and c, Dia- 
gram showing how, according to the vascular theory, the 
biradicular or multiradicular type of paralyzing sciatica 
can develop. The compression affects the radicular artery 
which vascularizes only the metametric segment of the 
anterior horn where the nerve root originates. The 
paralysis will be monoradicular. The upper and lower 
medullary segments are not included in the area of vascu- 
larization by the compressed radicular artery. 


This paralyzing sciatica is less frequent due to the fact 
that the muscles of the posterior region are innervated 
by the first and second sacral, the fifth lumbar, and 
even the fourth lumbar levels. 

The neurologic analysis of 100 cases showed that 
the pain mostly affects a monoradicular topography. 
In some cases it is difficult to distinguish between 
monoradicular or biradicular topography because 
the pain does not irradiate below the thigh level or 
the patient can not accurately localize the tender 
area. Objective, cutaneous, sensory disturbances to 
touch and pricking are positive in two-thirds of the 
cases. In one-third of the cases of paralyzing sciatica 
there is a contrast between the motor radiculary im- 
pairment which is characterized by paralysis and the 
sensory radicular impairment which is nil. The sen- 
sory disturbance to touch and pricking are charac- 
terized by a hypoesthesia of limited extension affect- 
ing a small area which corresponds to the radicular in- 
nervation. In 41 per cent of the cases, in addition to 
paralysis of the muscles of one region, there is a paresis 
of the muscles of other regions revealing other radicu- 
lar disturbances. The patellar and Achilles tendon 
reflexes are diminished or abolished; the patellar re- 
flex is not abolished in a paralyzing posterior sciatica 
at the first lumbar vertebra and might be abolished 
or diminished in a paralyzing sciatica at the fifth 
lumbar vertebra. Amyotrophy is frequent, constant, 
and slow to begin and disappear. 

Vasomotor disturbances are more frequent in para- 
lyzing sciatica than in the other types of sciatica; the 
paralyzed foot is colder, the toes are cyanotic and the 
skin is pale, simulating an arteritis. Sometimes there is 


edema associated with blackish vesicles on the great 
toe (1 case); the vasomotor disturbances are due to 
involvement of the sympathetic fibers which ac- 
company the anterior root. Sphincteric disturbances 
may be observed in paralyzing sciatica at the fifth 
lumbar vertebral level although sphincteric innerva- 
tion depends on the third sacral level. Electrical 
tests show involvement of the muscle of the antero- 
external region of the leg and motor involvement of 
other muscles; thus the electrical examination would 
reveal a biradicular or multiradicular lesion, while 
the clinical examination, would reveal only involve- 
ment of the motor area controlled by one single root. 
The lumbar symptoms are those of the discoradicular 
sciatica; Laségue’s sign is absent in 81 per cent of the 
cases; roentgenograms of the lumbosacral spine may 
reveal a collapse of the intervertebral disc between the 
fourth and fifth lumbar vertebrae. The collapse of the 
intervertebral disc is more often encountered in this 
location than between the fifth lumbar and the first 
sacral vertebrae. This incidence concurs with the pre- 
dominance of the paralyzing sciatica of the fifth 
lumbar vertebral type (91 per cent). Roentgenograms 
may reveal a tuberculous or cancerous pathologic 
process giving a similar sciatic symptomatology. The 


’ myelogram with lipiodol will show a protrusion of the 


nucleus pulposus. The results of the lumbar puncture 
are normal although there may be an increased 
concentration of albumin. 

In a 2 year survey the statistics show that the par- 
alysis disappears in one-third of all the cases, improves 
in the other one-third, but persists in one-third. The 
time necessary for total recuperation is between 6 
months and 2 years; the greater the electrical disturb- 
ance the lesser the incidence of recuperation. 

Clinically, paralyzing sciatica presents itself as: (1) 
an atypical aberrant painful form, including the in- 
dolent type and the forms with dissociated painful 
motor topography; (2) an atypical form with the aber- 
rant type of paralysis; (3) forms with atypical neuro- 
logic signs; and(4) a recurrent type. 

Concerning the pathogenesis, paralyzing sciatica is 
the result of a discoradicular conflict due to compres- 
sion or irritation of the sciatic nerve root by protru- 
sion of the intervertebral discs, by disturbances of 
bone growth, by posterior fibrocapsular adhesions, or 
by large venous plexuses situated near a nerve root. 
Laminectomy may not show any findings. The symp- 
tomatology depends on the volume of the interverte- 
bral disc which is able to crush the nerve root. This 
crushing may produce a radicular edema which may 
strangulate the nerve root at its nondistensible dural 
exit, producing an intraradicular hemorrhage duc to 
an excessive root congestion. 

On the other hand, if one considers that paralyzing 
sciatica is due to radicular compression by protrusion 
of intervertebral discs, why then do the neurological 
examinations sometimes show a biradicular or multi- 
radicular symptomatology? This could be explained 
by the fact that in paralyzing sciatica there are two 
compressed roots or two protruded intervertebral discs, 


. one at the level of L,-L; compressing Ls and the other 


at L;-S, compressing S,; or that the protruded in- 
tervertebral disc is so large that it compresses two 
roots at the same time; in addition an arachnoiditis 


arc 
\ rac 
sta 
sio 
pa! 
an 
in 
col 
art 
un 
lar 
In 
ha 
va: 
of 
th 
cu 
to 
pa 
| 
len 
pa 
of 
th 
len 
an 


around the protruded disc could simulate a multi- 
radicular symptomatology. It is also difficult to under- 
stand how the compression of a nerve root by protru- 
sion of an intervertebral disc might produce a contra- 
lateral paralyzing sciatica. An explanation of these 
paradoxical symptoms is the radicular and the 
medullary ischemia due to compression of the pro- 
truded intervertebral disc on the radicular artery. 

After discussing the anatomy of the radicular artery 
and some experimental studies the author states that 
in case of sciatica, the protruded intervertebral disc 
compresses not only the nerve root but the radicular 
artery as well. The resulting ischemia will produce an 
unusual paralysis because the radicular artery vascu- 
larizes primarily the motor element of the nerve root. 
In order for paralysis to occur, the artery must not 
have any collateral which will compensate for the 
vascularization of the compressed radicular artery 
of the nerve root. 

The paralysis might remain monoradicular if, when 
the radicular artery arrives in the spinal cord, it vas- 
cularizes only one metametric segment corresponding 
to its vascularized nerve root. On the other hand, the 
paralysis might involve several roots if the artery vascu- 
larizes several adjacent metametric segments at the 
level of the conus medullaris. Even in this case, the 
paralysis will always prevail in the area of innervation 
of one root because the artery always secures mainly 
the vascularization of one metametric segment. At the 
level of the conus medullaris the artery supplies the 
anterior horn; the trophic disturbances which occur 
in paralyzing sciatica might be compared with the 
trophic disturbances of acute anterior poliomyelitis. 
The fact that the radicular artery vascularizes the 
anterior horn and may vascularize the spinal cord too 
explains the sphincteric disturbances, the tendinous 
hyperreflexibility, and the clonus due to irritability of 
the pyramidal tract. The unusual intolerable burning, 
grinding, and pounding sensations of pain in certain 
cases of paralyzing sciatica may be due to involvement 
of the sympathetic fibers which are included in the 
motor root. In fact, these hyperalgic attacks simulate 
those which originate in the central neuron. 

The usual diminution of pain when the paralysis 
sets in is due to the fact that ischemia following obli- 
teration of the radicular artery involves the sensory as 
well as the motor fibers of the nerve root. However, 
the radicular artery supplies the motor fibers and this 
predilection for the vascularization of the motor ele- 
ments is more evident at the upper region of the conus 
medullaris. The small ascending branch which vascu- 
larizes the sensory root sometimes vanishes very fast; 
the irrigation of this root is supplemented by the de- 
scending branches from the perimedullary vascular 
plexus. This might explain the prevalence of the 
motor impairment as compared to sensory deficit. 

These pathogenic considerations concern, too, the 
oredr sciatica due to operative trauma from 

inectomy for recurrent protruded nucleus pulposus, 
neurolysis of the nerve root following arachnoiditis 
and after the injection of lipiodol. 

Treatment of the hyperalgic paralyzing sciatica 
should always be surgical. However, one must con- 
sider the degree of reversibility of ischemic lesions of 
the root and the anterior horn, which reversibility is 
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Fic. 2. a and b, The compressed artery vascularizes 
two adjacent metametric segments. The paralysis will be 
biradicular. c, If three adjacent segments are vascularized 
by the same radicular artery the paralysis will involve 
three roots, although it will predominate in root 1. 


due not only to the duration of compression but also 
to the anatomical arrangement of the collateral circu- 
lation, a factor which one cannot clinically: evaluate. 
In a moderate paralysis one should wait one or 2 
weeks because the pathologic process might have a 
tendency to regress spontaneously. Contraindications 
to surgery are geriatric and emaciated patients as well 
as patients whose occupations and ways of living sug- 
gest medical treatment. Certain patients accept the 
possibility of a definite palsy, refusing operation, since 
one cannot guarantee total recovery; in such cases 
one should not try to convince the patient to accept 
surgical intervention. 

In case of paralyzing sciatica of long-standing, one 
should be reluctant to operate because the ischemic 
pathologic process produces irreversible damage, 
the nerve cells are in a state of degeneration, and the 
collateral circulation has a lesser chance to be effec- 
tive. Surgical intervention in these cases gives a 75 to 
80 per cent negative result; therefore, medical treat- 
ment should be attempted. However, the pain factor 
might induce the surgeon to operate. In this case, the 
patient should be told that it is essentially a palliative 
procedure and that he should not over-estimate the 
chances of total recuperation of the motor function 
after a lesion of such long standing. 

— Maurice Bakaleinik, M.D. 


SYMPATHETIC NERVES 


The Functional Significance of the First Thoracic 
Ganglion in Sympathectomy of the Upper Ex- 
tremity in Man. K. B. Cotpwater, W. F. ALEXANDER, 
J, and W. C. Ann. Surg., 1957, 
145: 


THE SPINAL Limits of origin of the autonomic pre- 
ganglionic fibers for the upper extremity are con- 
sidered to be from T2 to T7, or as low as T9. Most 
workers consider the upper limit to be T2 in man 
and the possibility that T1 contributes significantly 
to innervation of the arm and hand is not stressed. 
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The Smithwick procedure consists in a pregan- 
glionic sympathectomy in which the second and third 
thoracic ganglia are decentralized and the second 
and third intercostal nerves are sectioned intra- 
durally. This is based on the idea that extirpation of 
the inferior cervical and first thoracic ganglion ren- 
ders the blood vessels of the extremity more sensitive 
to adrenalin. This procedure has been modified by 
many others. Some even suggest that removal of 
only the second dorsal ganglion provides adequate 
sympathectomy for the upper limb. However, failure 
to achieve successful results from sympathectomy of 
the upper extremity would be puzzling if the out- 
flow of its preganglionic fibers were limited to the 
segments mentioned. 

The authors, who previously used the technique of 
direct electrical stimulation of the lumbar sympa- 
thetic trunk in man, now report on their studies of 
the cervicothoracic division by such means and by 
recording the sudomotor responses to such stimula- 
tion on the upper extremity and the anterior chest 
wall. The inferior portion of the stellate ganglion 
along with the second to fourth thoracic ganglia was 
exposed. A bipolar stimulating electrode was applied 
to the interganglionic segments starting between the 
fourth and third ganglia and proceeding craniad. 
Individual rami between the spinal nerves and the 
ganglia were stimulated whenever possible. As each 
ganglionic level was explored and stimulated, the 
ganglion was decentralized by transection of its 
connections and the stimulation procedure was re- 
peated at the next higher level until the first four 
thoracic segments had been stimulated in continuity. 
Whenever an interconnecting ramus between the 
second and first thoracic spinal nerves was found, this 
was elevated onto the electrode and stimulated. The 
stimulus consisted in repetitive pulses delivered from 
a square wave generator with a frequency from 10 
to 60 per second. Varying voltages with an optimum 
of 1.5 to 5 were used, depending upon the size of the 
trunk or ramus. The pulse duration varied from 2 to 
15. Total duration of stimulation varied from 30 to 
60 seconds. Sweating responses were recorded by the 
iodine-starch paper technique. 

The cervicothoracic trunk had been stimulated 
and removed from 13 sides of a total of 9 patients. The 
lesions included Raynaud’s phenomena, posttrau- 
matic dystrophy, cervical rib, and causalgia. Surgery 
and stimulation were carried out under pentothal and 
endotracheal nitrous oxide and oxygen. The trunks 
removed at operation were subsequently fixed in 
formalin and serially sectioned for fiber analysis. The 
results were correlated with the results of the func- 
tional response to stimulation. 

The authors graphically and adequately illustrate 
their findings on stimulation in the aforementioned 
patient. There was complete absence of response of 
the hand or forearm when electrodes were applied 
caudal to the third thoracic ganglion. Movements of 
the electrodes to a position just caudal to the T2 
ganglion resulted in profuse sweating in each of the 
areas under observation and this was again found on 
stimulation of the ganglion between T2 and T1. 
Stimulation of the interconnecting ramus, or nerve of 
Kuntz, between the second and first thoracic nerves 


yielded a slight but definite response, which em- 
phasized its possible significance as a route for 
sympathetic fibers to pass to the periphery. However, 
stimulation did not invariably elicit a response in all 
patients. 

These observations indicate that practically the 
entire ganglionic innervation of the sweat glands of 
the hand and forearm of this particular patient en- 
tered the trunk from the level of T3 by way of the 
communicating ramus from the third thoracic nerve. 
Stimulation on the opposite side in the same patient 
made it apparent that the significant entry of pre- 
ganglionic fibers was by way of the communicating 
ramus of the T2 spinal nerve. Marked sweating was 
elicited only when the stimulating electrodes were 
placed upon the sympathetic trunk immediately 
caudal to the T1 ganglion. This demonstrated that 
a difference in the precise level of entry may exist 
between the two sides in a given individual. 

Extirpation of the first, second, and third thoracic 
ganglion bilaterally gave remission of Raynaud’s 
phenomena. No visible evidence of Horner’s syndrome 
was noted. However, the phenomena recurred on the 
left side in 18 months and were again eliminated by 
hexamethonium and stellate block. Vasospasm was 
produced by exposure to cold and vasodilatation was 
produced by thermal stress to the chest. 

Reoperation by cervical approach revealed a frag- 
ment of the inferior cervical ganglion with a com- 
municating ramus to spinal nerve C8. Stimulation of 
this ramus produced marked vasospasm in the digital 
finger pads. Extirpation of the remnants of the in- 
ferior cervical ganglion again cleared up the Raynaud 
phenomena for the period to date, 7 months later. 
A Horner’s syndrome has persisted since the opera- 
tion in February, 1956. There was failure to elicit 
sweating responses upon the arm, forearm, or hand 
by excitation of the thoracic sympathetic trunk 
caudal to the second ganglion. Stimulation of the 
trunk below the first thoracic ganglion resulted in 
moderate sweating. 

Movements of the stimulating electrodes to a posi- 
tion directly upon the first thoracic ganglion but 
slightly cephalad to the point of entry of the com- 
municating ramus from T1 resulted in a still greater 
sweating response. This suggests recruitment of addi- 
tional innervation to the sweat glands of the upper 
extremity from T1. A sweating response similar to 
that elicited by direct excitation of T1 ganglion was 
obtained after the second thoracic ganglion had been 
dissected free and the rami connecting T1 ganglion 
to the first thoracic nerve had been divided. This 
makes it evident that the significant postganglionic 
pathway to the upper extremity in this patient was by 
way of the cervical components of the brachial plexus. 
Section of the first and second thoracic ganglia in 
this patient caused remission of severe Raynaud’s 
phenomena which have not returned. 

A transthoracic exposure was used with stimulation 
of the thoracic trunk in.the T4-T5 interganglionic 
segment. Slight but definite sweating upon the hypo- 
thenar eminence was noted. This was repeatedly con- 
firmed by additional stimulation. Movement of the 
electrodes to the next interganglionic segment be- 
tween T3 and T4 ganglia resulted in the appearance 
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of a very slight but positive sweating upon the 
thenar eminence, the dorsum of the hand, and the 
lateral aspect of the forearm, in addition to increased 
sweating of the hypothenar eminence. Stimulation 
between T2 and T3 ganglia caused still greater re- 
sponses and also induced sweating upon the anterior 
and posterior surfaces of the forearm and upon the su- 
perior parasternal border of the chest. Finally, the 
maximal response was elicited by stimulation of the 
trunk immediately caudal to T1. Sweating extended 
only to the fourth intercostal space on the anterior 
chest wall. There was no evidence of precise seg- 
mental sudomotor activity on the chest wall. These 
experiments were interpreted to indicate the succes- 
sive recruitment of additional preganglionic fibers 
between each of the indicated levels of electrical ex- 
citation. 

The continued appearance of sweating upon the 
hand and forearm when the individual ganglia were 
dissected free after each stimulation indicated that 
the significant outflow of postganglionic sudomotor 
fibers is by way of the cervical components of the 
brachial plexus. The failure of direct stimulation of 
the second and fourth thoracic nerves to produce 
sweating in the corresponding distribution shows that 
these nerves are not concerned with the distribution 
of the efferent sudomotor pathways to the upper 
chest wall. This indicates that the sudomotor innerva- 
tion of the upper chest wall arises in the upper tho- 
racic and lower cervical levels and courses through 
the supraclavicular components of the superficial 
cervical plexus. 

Further evidence was obtained in a patient who 
had a bilateral dorsal sympathectomy with intra- 
spinal decentralization of T2 and extirpation of T3 
ganglion for Raynaud’s phenomena previously. After 
his symptoms recurred he was operated upon again. 
At this time the first thoracic nerve was cleared of all 
connecting rami and the T1 ganglion segment was 
excised. The thermoregulatory sweating patterns of 
the upper extremities and the parasternal region of 
the upper chest could be observed 6 weeks after re- 
operation on the right side. The anhydrosis on the 
right side was strikingly contrasted with a normal 
reflex on the left. Subsequent re-operation on the left 
side produced the same effect and also eliminated 
the residual area of parasternal sweating on the right 
side, seen at the level of the third rib. This has re- 
mained permanently. Under thermal stress the ir- 
regular line of anhydrosis and lack of vasodilatation 
was visible just above the nipples. This has been a 
constant finding in patients after denervation of T1 
or after stellate ganglionectomy and represents a 
valid sign of total denervation of the upper extremity. 
Section of T2 and T3 intercostal nerves does not pro- 
duce this phenomenon. Temporary relief of auto- 
nomic pathology by incomplete sympathectomy has 
been frequently noted. 

A case is outlined in which neurolysis was per- 
formed on 6 occasions after an injury to the median 
and ulnar nerves. Stellate block subsequently gave 
relief. A dorsal preganglionic sympathectomy was 
performed and postoperative roentgenograms showed 
that sections of the third and fourth ribs were re- 
moved, the third and fourth intercostal nerves had 


SURGERY OF THE NERVOUS SYSTEM 23 


been decentralized, and the trunk divided below the 
T4 ganglion. This gave complete relief from symp- 
toms for 5 months but the symptoms gradually re- 
curred. Stellate block again gave relief and a stellate 
ganglionectomy with removal of T2 and T3 ganglia 
and the intermediate ganglion was performed with 
complete remission of the symptoms to date, or at 
least for 3 years. 

The authors point out that the recurrence of sweat- 
ing or positive vasomotor activity on the upper ex- 
tremity following conventional preganglionic sym- 
pathectomy at T2-T3 has been attributed to regenera- 
tion of preganglionic connections with ganglion cells 
left intact in the T1 ganglion. Also, failure of this 
type of operation to relieve Raynaud’s phenomena 
has been explained by the concept of denervation 
hypersensitivity. This has been cited as a major ob- 
jection to the ganglionic type sympathectomy. 

In the light of their results from direct stimulation 
of the sympathetic trunk the authors are convinced 
that neither regeneration nor denervation sensitivity 
is the cause of failure. Incomplete denervation ac- 
counts for the residue of functional response and 
therapeutic failure. Failure after inadequate opera- 
tion, namely third and fourth dorsal preganglionic 
sympathectomy, with return of symptoms has been 
followed by abrupt cessation of the symptoms and 
signs after total ganglionectomy of the upper ex- 
tremity by the method of the authors. The authors 
are in accord with the conclusion of Ray that the 
first thoracic connections should be severed, and the 
simplest approach to such denervations is the stellate 
ganglionectomy which may be easily extended 
caudad to include the second and third thoracic 
ganglia, and craniad to include the intermediate 
cervical ganglion. This extension into the chest makes 
it possible to disconnect the nerve of Kuntz and other 
accessory pathways which have been shown to carry 
fibers of functional importance to the upper extrem- 
ity. The Smithwick dorsal approach is considered to 
be difficult with a high morbidity. A significant 
number of patients have not developed a permanent 
Horner’s syndrome when the inferior cervical com- 
ponent of the stellate ganglion is spared. The authors 
use the peraxillary approach of Atkins and have been 
well satisfied with it as compared to what they call 
the “‘keyhole” procedure. Morbidity is reduced as 
with the dorsal approach. 

The procedure resecting ganglion T1 or the in- 
ferior portion of the stellate, T2,'T3, and the nerve of 
Kuntz has given remission of Raynaud’s disease of 2 
to 3 years’ duration with no evidence of sudomotor 
or vasospastic activity. Stellate ganglionectomy with 
resection of the intermediate cervical, T2 and T3 
ganglia has been adopted for posttraumatic states. 
The authors believe that the minor disability of the 
inevitable Horner’s syndrome is far less important 
than the danger of recurrence due to subtotal pro- 
cedures. They have been unable to find sudomotor 
activity after direct stimulation of one of the upper 
intercostal nerves. It is only after the removal of the 
T1 ganglion or the caudal portion of the stellate 
ganglion that anhydrosis is apparent on the upper 
chest wall. This gives conclusive evidence that the 
efferent sudomotor fibers to the upper chest traverse 
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the supraclavicular nerves. Complete denervation of 
the upper extremity must be associated with anhy- 
drosis of the upper chest. If this sign is not present 
after sympathectomy, and signs and symptoms have 
recurred, a reoperation with more radical ganglio- 
nectomy is warranted. T2 and T3 denervation does 
not affect sweating on the chest. 
—Edward B. Schlesinger, M.D. 


MISCELLANEOUS 


The Action of Cholinergic and Anticholinergic Sub- 
stances (Ueber die Wirkungsweise von cholinergischen 
und anticholinergischen Stoffen). P. G. Waser. 
Schweiz. med. Wschr., 1957, 87: 577. 


THis ARTICLE is a thorough and concise review of our 
present knowledge concerning the pharmacological 
field of cholinergic and anticholinergic substances. 
The first section summarizes our knowledge of acetyl- 
choline and its physiological role, which has recently 
been proved to be so much more extensive than was 
formerly thought, even extending into much of the 
sympathetic nervous system. Also reviewed is the pres- 
- ent theory of depolarization, with the part played by 
cholinesterase, cholinacetylase, and other esters. The 
‘planar receptor model” of cholinesterase is also dis- 


cussed. It demonstrates an electrostatic combination 
of the quartar ammonium group of acetylcholine with 
an anion receptor of several possible kinds; the mus- 
carine—or nicotine-like effect depends on the differ- 
ent nature of certain esters. 

The review then turns to classification and discus- 
sion of the following groups: (1) cholinergic alkaloids 
(dilvaséne, muscarine, pilocarpine); (2) cholines- 
terase inhibitors, or anticurare drugs (physostigmine, 
prostigmine, tensiion, DFP, PAM, and other insecti- 
cides and nerve poisons); (3) a, cholinolytics (atro- 
pine, banthine, spalisal, dromoran, morphine alka- 
loids), b, “musculotrop Spasmolytica” (papaverine, 
theophylline, procaine, and demerol); (4) ganglion- 
blocking agents (nicotine, pendiomid, ecolid, me- 
camylamin); and (5) curarelike substances (flaxedil), 
It is quite well established that molecular chains with 
two quartar ammonium groups are strictly depolar- 
izing, that is, cholinergic in their action, while larger 
molecules with tertiary or even secondary nitrogen 
groups act in a cholinolytic, i.e., blocking fashion. 
With the help of C' tagged curare, the author has 
developed a structural model for the receptor which 
would accommodate depolarizing and nondepolar- 
izing effects in the various localized ganglionic synap- 
ses, —W. D. Bergman, M.D. 
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CHEST WALL AND BREAST 


Gigantic Intracanalicular Fibroadenoma of the 

reast (Fibroadenoma intracanalicular gigante de la 

o F. Couretor. Semana med., B. Air., 
1957, 64: A 


THE AUTHOR reviews this pathologic entity and all 
the synonyms used to designate it (like cystosarcoma 
phyllodes and gigantic intracanalicular fibroadeno- 
mixoma) and concludes that the accepted denomina- 
tion is gigantic intracanalicular fibroadenoma. After 
reviewing the world literature he concludes that this 
is an infrequent tumor in middle-aged individuals, 
is occasionally bilateral, and occurs mainly in females 
although it has been described in the male. The pre- 
vious existence of a fibroadenoma is the most common 
condition which produces this type of tumor. Most 
authors consider breast feeding, trauma, or previous 
biopsies as the trigger mechanisms. No relation to 
pregnancy has been demonstrated. The tumor usually 
involves all the gland and has a lobulated aspect; on 
section, the surface has a very heterogeneous appear- 
ance. with hemorrhagic and necrotic areas combined 
with cavities of different sizes, filled with serous fluid 
and some polypoid formations. 

Microscopically, there is a connective tissue stroma 
of fibroblasts more or less densely arranged and 
mixed with epithelial elements lining the previously 
described cavities. Occasionally the stroma is myxo- 
matous or edematous and shows varying degrees of 
necrosis. The most striking clinical findings are the 
complete or almost complete replacement of the 
breast, the size of the tumor, and its slow progression. 

The mass is well limited, mobile, irregular, non- 
adherent, and occasionally the skin may be ulcerated. 
Due to the size of the tumor and the lack of adherence, 
it may give the impression of being pedunculated. 
The areola and the nipple are preserved and bleeding 
through the nipple is exceptional. The axillary adeno- 
pathy that is sometimes found is due to inflammatory 
processes and not to metastases. The patient’s general 
condition is not affected. 

Differential diagnosis should be made from fibro- 
adenoma, fibrosarcoma, adenosarcoma, and infiltrat- 
ing carcinoma. Only 10 per cent of the patients have 
malignant degeneration, local recurrence is frequent. 

Surgical treatment is always indicated. If the tumor 
is large, a simple mastectomy with extirpation of the 
pectoral fascia should be done; if small, wide enuclea- 
tion will be adequate. In case of recurrence simple 
mastectomy is the procedure of choice. Two cases are 
reported and the multiple terms used for this disease 
are listed. — Jose L. Bravo, M.D. 


An Evaluation of Prophylactic Castration in the 
Treatment of Mammary Carcinoma; an Analysis 
of 152 Patients, Norman Treves. Cancer, Phila., 
1957, 10: 393. 


IN PATIENTS with breast cancer, two prophylacti- 
cally castrated groups (irradiation and surgical cas- 


tration) were compared to each other and to a con- 
trol group receiving radical mastectomy only. The 
series of prophylactically castrated patients, especially 
the surgically castrated group, included a larger 
proportion of patients with a poor prognosis than the 
control Memorial Hospital series with primary oper- 
able cancer treated by radical mastectomy alone. 

The survival rate of the patients surgically castra- 
ted appears to be improved at the 5 year level as 
compared with the control series, and the improve- 
ment was especially notable among the patients with 
node involvement at the time of mastectomy. There 
appears little evidence that irradiation improves the 
survival rate, except possibly among those without 
node involvement. At the 10 year level, the survival 
rate was not so close to that in the controls. However, 
if one remembers that the patients in this series had 
a poorer than average prognosis, the survival rate 
takes on extra meaning even though it may not be 
outstanding. 

The small group of patients without node involve- 
ment lived longer if they were castrated, especially by 
ovarian ablation, than did an equivalent group sub- 
jected to radical mastectomy alone. 

Recurrences after mastectomy in this series ap- 
peared on an average of 9 months later following 
bilateral oophorectomy than following ovarian ir- 
radiation. Patients with recurrences survived nearly 
twice as long after mastectomy if they had ovarian 
ablation rather than ovarian irradiation. 

A comparison of patients dying within 3 years after 
mastectomy with those living 5 years or more, or 10 
years or more, showed that the only striking prognostic 
factor was node involvement at the time of mastec- 
tomy, although delay before treatment, size of the 
lesion, and age of the patient were of value. Ev- 
idence for other factors was not conclusive. 

In the author’s mind it is still an unanswered prob- 
lem whether it would be advisable to reserve castration 
for therapeutic use when need arises, or whether, in 
view of the prolongation of life as indicated by this 
study, surgical castration should be used as a pro- 
phylactic procedure in all cases with very guarded 
prognoses, with reliance on adrenalectomy at a later 
date should futher exclusion of estrogens by ablation 
be necessary. The 5 year survivals for surgically 
castrated patients with node involvement make us 
feel, however, that the procedure is worthy of trial 
for premenopausal patients with node involvement. 

The decision must, for the present, depend upon a 
careful evaluation of the clinical setting of the in- 
dividual patient. —john 7. Maloney, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Clinical Aspects of Congenital Anomalies of the Tra- 
chea and Bronchi. Paut H. Hotincer and KENNETH 
C. Jounston. Dis. Chest., 1957, 31: 613. 

CONGENITAL ANOMALIES of the trachea, bronchi, and 

lungs may produce bronchopulmonary problems of 
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unusual and challenging clinical interest. Sometimes 
severe respiratory emergencies may occur in the first 
days or weeks of life. In other instances the malforma- 
tion is incompatible with life, while some remain 
totally asymptomatic and are recognized only on 
routine examination or at autopsy. 

Anomalies of the Trachea 

The most common anomalies are stenoses or webs. 
Absence of one or more tracheal cartilages results in 
dyspnea and respiratory stridor, but a clear cry. Lat- 
eral roentgenograms of the neck and chest as well as 
bronchoscopy aid in diagnosis. Tracheotomy may be 
necessary to relieve symptoms. Cartilaginous over- 
growth or other deformity usually involves the cricoid 
cartilage or the first tracheal ring. Stenosis of the 
trachea may be associated with tracheoesophageal 
fistula. The point of constriction usually occurs at the 
level of communication between the trachea and the 
lower esophageal segment. Stenosis may be associated 
with cardiovascular anomalies. The removal of a 
constricting vascular ring may relieve pressure on the 
airway, but often leaves an area of narrowing which 
requires support with polyethylene tubing. 

Tracheal evaginations, including tracheocele, prob- 
ably represent pinched off aberrant bronchial or 
tracheal buds, and may produce respiratory obstruc- 
tion. A common form of tracheal evagination is the 
tracheal fistula with or without congenital esophageal 
atresia. Also accessory bronchi originating from the 
trachea constitute tracheal evaginations. An accessory 
right upper lobe bronchus is most common. 

Abnormal tracheal bifuration may occur. The au- 
thors describe a case in which the right main bronchus 
originated from the medial wall of the left bronchus 
opposite the orifice of the left upper lobe. A second 
infant with multiple anomalies was found to have both 
a right and left upper lobe originating directly from 
the trachea with three lobes in each lung. 

Anomalies of the Bronchi and Lungs 

Common anomalies include agenesis, duplications, 
constrictions, and evaginations. Complete agenesis is 
fairly common. Often symptoms of dyspnea, absent 
breath sounds, and abnormalities on the roentgeno- 
gram suggest atelectasis from a mucus plug or foreign 
body. In one instance cited agenesis of the lung was 
associated with an absence of the diaphragm. 

Constrictions and enlargements of bronchi follow 
the pattern of similar anomalies of the trachea. Com- 
pression due to anomalous vessels often can be cor- 
rected surgically and may require support with poly- 
ethylene tubing. 

Bronchial evaginations, or out-growths, consist of 
fistulas, bronchogenic cysts, diverticula, bronchoceles, 
and numerous congenital cystic malformations of the 
lung. Rapid expansion of the cysts may require surgi- 
cal intervention to relieve intrathoracic compression. 
Bronchoscopy is indicated to rule out congenital 
bronchial stenosis or a web. 

Supernumerary bronchi, lobes, and fissures occur 
commonly. Subnumerary lobes or pulmonary hypo- 
plasia are frequently associated with other serious 
developmental defects. 

Anomalous lung tissue may be attached to respira- 
tory or extrarespiratory organs. 

The diagnosis of congenital malformations of the 


lower respiratory tract requires careful teamwork 
between pediatrician, roentgenologist, bronchoscopist, 
and thoracic surgeon. A history of rubella occurring 
in the first trimester of pregnancy is important. Physi- 
cal findings must be carefully correlated with the 
roentgenograms. Often fluoroscopy, barium swallow, 
bronchoscopy, planography, and angiocardiography 
add significant information. Bronchoscopy without 
anesthesia is an accepted diagnostic procedure in in- 
fants, and, finally, exploratory thoracotomy is now 
feasible and increases the scope of diagnosis and 
treatment. —M. C. Anderson, M.D. 


Eight Years’ Experience with Pulmonary Biopsy. 
C. ANpREws and Kart P. Ktassen. 7. Am. M. 
Ass., 1957, 164: 1061. 


AFTER 8 YEARS, during which 118 patients at the 
Ohio State University Health Center were subjected 
to pulmonary biopsy, the authors review their total 
experience. 

General anesthesia was employed in all instances 
and an endotracheal tube in half of the cases, at the 
discretion of the anesthetist. The application of posi- 
tive pressure permitted the grasping of the lung with 
a noncrushing clamp and it was then easily drawn 
into the short intercostal incision. Two Carmalt 
clamps were placed so as to permit excision of a 
wedge of tissue between them; a running suture 
replaced the clamps. A catheter was placed in the 
pleural space during closure; it was removed after 
withdrawal of all the air upon completion of the 
surgery. 

Bilateral diffuse lung disease is the usual problem 
for which pulmonary biopsy proves a needed and 
satisfactory diagnostic tool. Regarding scalene node 
biopsy in such instances, the authors found it to be 
diagnostic in only 32 per cent of a series of 25 patients. 

Complications have been minimal, being only 14 
after 119 biopsies (118 patients). There were only 5 
pneumothoraces, 1 episode of subcutaneous emphy- 
sema without pneumothorax, 2 incisional hematomas, 
3 instances of hemothorax, 1 case of atelectasis, and 
2 cases of intercostal neuralgia. Several patients with 
metastatic malignant findings died from 2 days to 2 
weeks after biopsy, the cause of death not being 
related to the biopsy in any case. 

Eleven lesions were found to be due to inhaled 
substances (silicosis, berylliosis, and siderosis). Ten 
were so suspected prior to biopsy, as were 13 others; 
2 of the latter proved on biopsy to have metastatic 
carcinoma, 4 had sarcoidosis, and 7 had nonspecific 
infection or fibrosis. 

Thirty-nine lesions were found to be due to in- 
fection. Eight were tuberculosis, one was histoplasmo- 
sis, one aspergillosis, and one a healed Ghon tubercle. 
Nonspecific infection manifested itself as bronchiectasis 
(4), chronic bronchitis (1), chronic interstitial pneu- 
monia (12), and nonspecific granuloma (11). 

Ten lesions were found to be due to pulmonary 
fibrosis, of which one finally developed diagnosable 
disseminated lupus erythematosus. 

Two lesions were in the nature of an eosinophile 
infiltration. One cleared subsequently and was thought 
to have represented Loffler’s syndrome. One polycystic 
lung was identified by biopsy. 
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Twenty-seven lesions were found to be sarcoidosis. 
Only one-third, however, were so considered prior 
to biopsy. 

Twenty-eight lesions proved to be malignant: 4 
were primary in the lung and 24 were metastatic, 
3 in the thyroid, 3 in the colon, 3 in the breast, 2 
being hypernephromas, and the remainder various 
other lesions. Sixteen patients gave no history of a 
prior malignant condition. 

Clearly, cancer and sarcoidosis were the most com- 
mon bilateral diffuse pulmonary lesions. Biopsy failed 
to establish a final accurate diagnosis in 5 cases. Thus, 
2 patients with positive tuberculin and biopsy diag- 
noses of sarcoid subsequently developed active tuber- 
culosis. One lesion classified on biopsy as chronic 
granuloma later proved to be histoplasmosis on 
sputum study. The instance of pulmonary fibrosis 
later recognized as lupus erythematosis has been 
mentioned, as has the Ghon tubercle identified on 
biopsy. —Everett Shocket, M.D. 


Unusual Pulmonary Changes Secondary to Chest 
Trauma. Roy GrREENING, ADELE KyYNETTE, and 
Purp J. Hopes. Am. 7. Roentg., 1957, 77: 1059. 


THIs REPORT is concerned with 6 patients who suf- 
fered rather severe nonpenetrating chest wall in- 
juries with resultant areas of pulmonary consolida- 
tion. The unusual feature in each patient was the 
development of varying-sized air-filled cavities 
within the pulmonary consolidation. 

The cavities were both unilocular and multilocular 
and the appearance of the cavity or pneumatocele 
was any time from a few hours to several days after the 
injury. The authors comment that it is extremely im- 
portant to recognize that such air-filled cystic spaces 
can form and are not tuberculous in nature, they do 
not represent lung abscesses, and they will clear up 
completely within a relatively short time with no 
residual sequelae and with little treatment other than 
symptomatic. It appears that bronchoscopy and anti- 
biotics did not hasten the clearing time which ranged 
from a minimum of 10 days to a maximum of 3 
months. 

Pulmonary consolidations following injury are not 
uncommon, as the authors point out, and may be due 
to the trauma itself or, as other authors have postu- 
lated, may be due to reflex mechanisms. 

In 1 patient of the six, the pulmonary symptoms 
and roentgen changes were so severe that the pa- 
tient’s right lower lobe was removed. In this instance, 
extravasations of blood were found in interstitial 
spaces, alveoli, and bronchi. In addition, transuda- 
tion of fluid was found in interstitial spaces and may 
have been secondary to the irritating effect of the 
blood, possibly increasing bronchospasm and the 
exudation of fluid into the alveolar and interstitial 
spaces. — John H. Schneewind, M.D. 


The Arterial Bed of the Lung in Pulmonary Hyper- 
tension. D. S. SHort. 1957, 2: 12 


IN PULMONARY HYPERTENSION there is an increased 
resistance to the arterial flow in the lungs. There is 

isagreement as to whether prolonged vasoconstric- 
tion leads to structural disease, or whether the struc- 
tural disease is the primary cause of the arterial re- 


SURGERY OF THE THORAX 27 


sistance. Most of the evidence has favored a functional 
vasoconstriction as the primary factor. 

To study the arterial bed of the lung in pulmonary 
hypertension, postmortem arteriograms were made of 
32 patients who had suffered from this ailment and 
of 34 controls, and the lungs were sectioned for micro- 
scopic study. In the cases without pulmonary hyper- 
tension, there was never any significant reduction in 
the total pulmonary arterial bed. In those with severe 
pulmonary hypertension, the pulmonary arterial bed 
was always greatly reduced, in most instances be- 
cause of narrowing or occlusion of the small arteries 
and arterioles. In pulmonary hypertension due to re- 
peated pulmonary embolism, the reduction in the 
arterial bed was due to obstruction of several large 
arteries. 

There were two main processes apparently respon- 
sible for narrowing of the vessels—intimal prolifera- 
tion and arterial contracture. Abnormal intimal tissue 
appeared in almost all of the pulmonary hypertension 
cases, particularly in those with congenital heart di- 
sease. The appearance of the intimal changes sug- 
gested that organization following thrombosis may 
play a role in intimal proliferation. 

The diffuse narrowing of all the small arteries in the 
lung in pulmonary hypertension was not due to vaso- 
constriction, for the vessels were fully dilated in the 
injected specimen. This persistent organic narrowing 
is termed arterial contracture. It seems probable that 
this contracture is acquired and is a permanent change. 
With drugs, some degree of relaxation can be ob- 
tained, even in the vessels with permanent organic 
change; hence, the improvement which can some- 
times be attained. 

However, this study indicates that vasoconstriction 
plays a minor role in the pathogenesis of pulmonary 
hypertension. The permanent structural changes of 
intimal proliferation and arterial contracture are the 
major factors in the maintenance of pulmonary hy- 
pertension, and are responsible for the poor prog- 
nosis and unsatisfactory response to treatment. 

—Stanley W. Tuell, M.D. 


Surgical Resection for Pulmonary Tuberculosis. Et- 
MORE M. AronstaM, Rosert L. ANDERSON, JuLIo C. 
ie and Joun B. Pirum. 7. Am. M. Ass., 1957, 
164: 1. 


PRESENTLY, there is no reliable evidence from patho- 
logical study of pulmonary tuberculosis that chemo- 
therapy has any effect on a caseous or necrotic process 
once this process has been established. Tubercle bacilli 
can be recovered by culture invariably from necrotic 
residuals showing only early evidence of healing. Also, 
the phase of healing is unpredictable from x-ray ex- 
amination. No correlation has been made between 
the recovery of tubercle bacilli, the length of chemo- 
therapy, chemotherapeutic regimen, and the degree 
of cavitary closure of the lesion. Tubercle bacilli may 
become resistant to drugs after prolonged periods of 
medication. 

The authors believe that surgical removal of nearly 
all necrotic and cavitary residuals is desirable. Supra- 
periosteal extrapleural plombage and extrapleural 
pneumothorax are still used in the bad risk patient 
with advanced disease and critical pulmonary func- 
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tion. Primary thoracoplasty rarely has been employed. 
Surgical resection has been employed at the Valley 
Forge Army Hospital in 15 to 20 per cent of all pa- 
tients admitted for pulmonary tuberculosis. 

In their plan of therapy, the authors aim at a total 
period of chemotherapy of nearly one year, including 
preoperative and postoperative treatment. Generally, 
at 4 to 6 months after medication has been started, 
and at a point when the pneumonic component of the 
tuberculosis has been reversed and necrotic residuals 
are apparent, surgery is performed. 

The results are based upon patients operated upon 
in 1953 and 1954. Predominantly, the patients were 
young males afflicted with moderately advanced tu- 
berculosis. A large proportion of cases were cavitary. 
Tubercle bacilli were isolated in every instance. Pre- 
operative and postoperative drug therapy consisted of 
a combination of streptomycin and aminosalicylic 
acid or isoniazid. Surgical indications have consisted 
almost exclusively of the presence of residual necrotic 
disease. The majority of procedures have been seg- 
mental resections with a fair proportion of lobectomies 
and combined procedures. Secondary operations have 
been done for complications and space problems. 
Residual disease was left at surgery in 28 per cent 
of the cases. In 1953 sixty-five of the 93 cases were un- 
complicated, and in 1954 ninety-four of 114 were un- 
complicated. All but one patient recovered completely 
from his operative complication. 

Of the 87 patients contacted in 1953, eighty-three 
were completely well, and 62 were gainfully employed. 
Of the 111 patients contacted in 1954, one hundred 
and ten were well, and 75 were gainfully employed. 
The authors have preferred to carry out exploration 
and resection initially rather than perform a stage of 
thoracoplasty as the initial procedure. The opinion 
formerly held that overdistention of the remaining 
lung was harmful was not borne out by experience. 
The number of primary thoracoplasties thus fell from 
11 to 3, and the number of secondary thoracoplasties 
from 28 to 9. Thoracoplasty is reserved for complica- 
tions such as persistent space, leak, or fistula. The 
former problems have occurred principally following 
segmental resection, while 75 per cent of the fistulas 
occurred after lobectomy. With one exception, all 
such complications were successfuily treated. 

—Edward M. Miller, M.D. 


Nontuberculous Cavitary Disease of the Lungs. 
Eucene G, Laroret and Mitsuko Tasutro LAFORET. 
Dis. Chest, 1957, 31: 665. 


THE AUTHORS emphasize the multiplicity of condi- 
tions other than tuberculosis which may simulate or 
produce pulmonary cavitations. 

The term pulmonary cavitation is used in the 
broad sense, referring to any condition which through 
necrosis and excavation produces pulmonary cavi- 
tation, or may resemble it on a roentgenogram. Also 
extrapulmonary entities which may be confused with 
this condition are considered. 

Material for the study was taken from the Hermann 
M. Biggs Memorial Hospital in Ithaca, New York. 
Over a 13 year period, 145 cases of nontuberculous 
pope disease were encountered, of which 98 

70 per cent) revealed evidence of cavitation. Three 


cases of lung cyst showed pseudocavitation, and one 
case of diaphragmatic hernia simulated cavitary 
disease roentgenographically. 

The various entities causing pulmonary cavitation 
are discussed in detail: 

Pneumonia. Cavitation may be associated with un- 
complicated pneumonitis more commonly than is 
generally appreciated. It may occur in the resolution 
of an atypical (viral) pneumonia and in acute sup- 
purative bronchopneumonia. Only rarely is brucel- 
losis a cause. 

Lung abscess. Due to the destructive process, cavi 
formation is common, being present in 66 of the 77 
patients with this finding. Malignant tumors are 
more frequently associated with cavity formation than 
are benign ones. In this series 16 of 26 bronchogenic 
carcinomas showed cavitation. Large infiltrating 
peripheral tumors and less differentiated neoplasms 
have a higher incidence. Cavities in metastatic lesions 
are less common and usually small in size. Hodgkin’s 
disease rarely causes cavity formation. 

Infarction. Cavitation rarely occurs in noninfected 
pulmonary infarction because of the dual blood sup- 
ply of the lung. 

Allergy and collagen disease. Cavities have been re- 
ported in Loeffler’s syndrome, polyarteritis, and sys- 
temic lupus erythematosis. 

Sarcoid. This disease may occasionally cause cavi- 
tation, but usually it is considered to lack necrotic 
tendencies in the absence of associated tuberculosis. 

Pneumoconiosis. Cavitation in silicosis has been con- 
sidered evidence of silicotuberculosis, but recent 
studies indicate that cavities may occur in the disease 
without this association. 

Miscellaneous. Aortic aneurysm, pulmonary syphilis, 
atelectasis, and radioneurosis may produce cavitation. 
Pulmonary emphysema, congenital cysts, vascular 
shadows, and xanthomatosis may cause confusion 
in the diagnosis, as can trauma to the lung. Also en- 
capsulated empyema and loculated pneumothorax 
may simulate cavitary disease. 

Bronchiectasis. Only rarely do true cavities occur in 
this condition. Bronchography is helpful in defining 
the etiology. 

Fungus infection. In general, mycotic skin tests are 
indicated in cavitary lesions when the more common 
etiologic agents are not discovered. Coccidioidomy- 
cosis may develop cavities which closely resemble 
those of tuberculosis. The lesions are usually located 
in the upper lung fields and offer a better prognosis 
than tuberculosis. Actinomycosis is rather frequently 
associated with cavitation and is often fatal. Cavities 
occurring with aspergillosis, blastomycosis (derma- 
titidis), histoplasmosis (capsulatum), and moniliasis 
(Candida albicans) are rare. Infection with Nocardia 
asteroides closely resembles tuberculosis. One recent 
report cites the A. fumigatus as the cause of a pulmo- 
nary Cavitation and death following heavy antibiotic 
therapy for a postinfluenzal pneumonia. 

Parasitic disease. Amebiasis and hydatidosis are the 
most common parasitic diseases causing cavitation. 
Paragonimiasis may be difficult to differentiate from 
tuberculosis, but frank cavitation is uncommon. Ova 
can usually be recovered from the sputum. 

Foreign bodies. Occasionally cavitation may result 
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in the area of infection behind a foreign body obstruc- 
tion, and when other sources have been ruled out 
this should be considered. 

Neoplasm. Cavitation is not uncommon in rapidly 
growing tumors which outstrip their blood supply. 
Also, obstruction to a bronchus may produce infec- 
tion and abscess formation. 

Reliable etiologic diagnosis of roentgen-demon- 
strated pulmonary cavitation cannot be established 
by roentgenograms alone. Other diagnostic measures 
are necessary for accurate interpretation. 

—M.C. Anderson, M.D. 


Air of the Lung (Les “‘kystes aériens”’ du poumon). 
P. Hiwmer. Acta chir. belg., 1956, 55: 819. 


THE AUTHOR presents a review of the various causes of 
cystic disease of the lungs and a series of cases illus- 
trating his method of managing the various types. 
Included in the examples are emphysematous blebs, 
a case of lobar emphysema presenting as a giant cyst, 
congenital cyst, and pneumatocele. 

The method of management follows along generally 
accepted lines. Giant cysts, occurring in patients who 
do not have generalized emphysema, should be ex- 
cised. Congenital cysts and those cystlike cavities 
which remain after an abscess has been treated with 
extensive chemotherapy should be removed because 
they communicate with a bronchus and are prone to 
become infected. The author shares the generally held 
opinion that poststaphylococcic pneumatoceles are 
generally absorbed spontaneously and do not require 
surgical intervention. 

The real indications for removing these cysts are: 
(1) to permit the proper expansion and function of 
the adjacent, normal lung tissue in those cases in 
which the cysts are very large; (2) to prevent the re- 
currence of pneumothoraces in which the source of 
pneumothorax apparently is a localized cluster of 
blebs; and (3) to prevent recurrent infection. 

— Howard D. Sirak, M.D. 


Bronchoalveolar Polycystic Disease of 

the Lung (Sulla disontogenia policistica bronco- 
alveolare del polmone; il cosiddetto ‘“‘polmone poli- 
cistico” ). Ivo Novi. Arch. ital. chir., 1957, 82: 265. 


THE AUTHOR presents 10 cases of patients with a 
polycystic disease of the lung operated on in Rome. 
He divides the cases into two groups according to the 
cellular elements and distribution. The literature is 
discussed in some detail and the author concludes 
that this entity should be called developmental 
bronchoalveolar polycystic disease instead of the more 
familiar but less justified term, congenital polycystic 
disease. In this choice he is following the current 
trend of re-examining the miscellaneous conditions 
which are so often grouped together as congenital 
cystic disease but are actually possible of more accur- 
ate subdivision. 

The embryology of the bronchial tree is reviewed. 
The author concludes that the anomaly occurs in the 
first 4 months of intrauterine life. The possible fac- 
tors in producing this entity are discussed and the 
genetic aspect is noted. The article contains illustra- 
tions that are explanatory of his point of view. 

—Roger H. L. Wilson, M.D. 
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Calcification in Solitary Nodules of the Lung. 
MattHew E. O’Keere, Jr., C. ALLEN Goon, and 
Joun R. McDona tp. Am. 7. Roentg., 1957, 77: 1023. 

THE SOLITARY CIRCUMSCRIBED NODULAR LESION in the 

lung, the so-called coin lesion, has become more im- 

portant diagnostically to physicians in recent years 

because of the roentgenograms of the thorax obtained 
in mass surveys and in routine physical examinations. 

The study presented by the authors was undertaken 
to determine whether calcification may be present ina 
greater percentage of the solitary nodular lesions of 
the lung than has been detected on the usual pre- 
operative stereoscopic and lateral roentgenograms, 
and to learn whether special studies, such as lamin- 
agraphy, would increase the incidence of detection of 
calcification in these lesions. 

Two hundred and seven cases in which the patho- 
logic specimens were available were studied. Forty- 
nine and six tenths per cent of the benign and 13.9 per 
cent of the malignant lesions showed calcification on 
roentgenologic examination of the specimen. 

This study indicates that calcification is present and 
can be demonstrated by roentgenologic means in a 
greater number of cases than it has been possible to 
detect from the preoperative use of stereoscopic postero- 
anterior and lateral roentgenograms alone. The find- 
ing of calcium within these lesions does not,.except for 
those showing the characteristic laminated and pop- 
corn type of calcification, indicate that these lesions 
are benign. 

The fact that the granulomas which had a lami- 
nated appearance roentgenologically did not contain 
viable organisms seems to be a significant finding. The 
mere presence of calcium in roentgenograms of the 
lesion in the authors’ experience, unless of the lami- 
nated type, does not mean that the lesion is inactive 
bacteriologically. 

The number of laminagraphic examinations in 
cases in which pathologic material was available was 
too small to evaluate fully this procedure as a diag- 
nostic aid, but evidence indicates that it may often 
show calcification to be present that is not evident on 
the stereoscopic posteroanterior and lateral roent- 
genograms of the thorax. 

It can be concluded, therefore, from this study that 
a solitary circumscribed nodular lesion can be safely 
called “‘benign” from a roentgenologic standpoint, 
only if the laminated or popcorn type of calcification 
is clearly demonstrated. 


Alveolar Carcinoma of the Lung Radiographically 
Negative. (Carcinose alvéolaire du poumon radio- 
logiquement muette). J. Turtar, P. MARLAND, and 
C. Sors. 7. fr. med. chir. thorac., 1957, 11: 115. 


ALVEOLAR CARCINOMA Constitutes 2 to 5 per cent of 
the cases in most of the reported series of carcinoma of 
the lung. Dyspnea is common, and frequently the 
symptoms of the tumor are similar to asthma. 

The case of a 65 year old male is reported. Dyspnea 
was the presenting and most important symptom. The 
initial physical examination was normal and re- 
peated chest roentgenograms were within normal 
limits, with the exception of a spontaneous pneumo- 
thorax which developed shortly before death. The 
diagnosis was proved at autopsy. 
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Unusual features of the case were the long duration 
of symptoms, from onset to death (4 years), and the 
negative roentgenologic findings. 

The course of the disease is usually rapid with death 
in less than 2 years from onset. 

Roentgenographically there are two forms of the 
disease, (1) a localized type characterized by a round 
or triangular opacity and (2) a diffuse type with bi- 
lateral involvement of the entire lung fields. 

Bronchoscopic and lipiodol studies are usually not 
diagnostic in alveolar cell carcinoma. Papanicolaou 
stain of the bronchial secretion and lung biopsy may 
be helpful in establishing the diagnosis. 

Pulmonary infection is a common complication of 
this disease. Pleurisy and spontaneous pneumothorax 
are rare. 

Metastases to the mediastinal and cervical lymph 
nodes and hematogenous metastases to the viscera 
and bone often occur. —Frederick W. Preston, M.D. 


HEART AND PERICARDIUM 

Coronary Artery Disease; Physiologic Concepts; Surg- 
ical Operation. Craupe S. Beck. Ann. Surg. 1957, 
145: 439. 


THE AUTHOR summarizes his experience with ap- 
proximately 5,000 experimental operations performed 
on the coronary blood vessels of dogs in the past 24 
years. He also reports on the clinical results in the last 
77 patients he operated on for coronary artery disease. 
In the experimental work, the direct approach is 
stressed as yielding information that could be ob- 
tained in no other way. In the dog, true atheroscle- 
rosis of the coronary artery was not produced, but, 
rather, the occlusion of the coronary vessel by the 
atheromatous process was simulated by surgical li- 
gature. 


The tendency of the heart to develop ventricular . 


fibrillation is based on electrical instability or oxygen 
differentials. A number of observations in the experi- 
mental animal led to the concept of oxygen differen- 
tials. First of all it was noted that in the well oxygen- 
ated animal the heart was uniformly pink, and that 
when the endotracheal tube was clamped the heart 
became uniformly cyanotic. In each case an electro- 
cardiogram was normal when recorded from various 
points on the surface of the heart. The heart of the 
animal in which the endotracheal tube was clamped 
invariably stopped completely. When a coronary ar- 
tery in a well oxygenated heart was ligated, the myo- 
cardium distal to the ligature turned blue. The elec- 
trocardiogram showed an elevated S-T segment over 
the blue area, and a depressed S-T segment over the 
adjacent pink area. The term oxygen differential is 
applied to the change in oxygen content in the myo- 
cardium in the two areas. At the junction between 
the blue and pink muscle there is an electrical current 
which may be strong enough to produce ventricular 
fibrillation; the heart is electrically unstable. The 
reverse of this experiment in which a pink area was 
produced in a cyanotic heart by perfusing a coronary 
artery with oxygenated blood also resulted in an 
electrically unstable heart. 

When the flow of blood to an area of the human 
heart is reduced by stenosis or occlusion of a coronary 


vessel, the oxygen differential and current produced 
may result in ventricular fibrillation, and indeed this 
is believed to be the mechanism in one-third of the 
deaths from coronary artery disease. The example is 
cited of the man who dies while shoveling snow. Here 
the heart is believed to become pink with exercise, 
but not uniformly so because of unequal distribution 
of blood in the coronary system. Breathing in the cold 
air is believed to produce some cooling of the blood 
as it passes through the lungs, and in turn the heart 
is cooled, which renders it more susceptible to ven- 
tricular fibrillation. As another example of the same 
mechanism, the authors mention the previously re- 
ported case of the physician who dropped dead with 
a coronary occlusion and who was successfully resus- 
citated from ventricular fibrillation. 

There are three surgical procedures which may be 
performed directly on the diseased coronary arteries. 
One is resection of the atheromatous section of the 
artery and replacement with a free graft of vein or 
artery. Another method involves the use of a free vein 
graft between the aorta and the coronary artery at a 
point distal to the obstruction. Although the author 
seems to favor this method, only 5 of 17 dogs survived 
this procedure. A third possibility is direct removal 
of the atheromatous material from the diseased vessel. 
The author is not very optimistic about the success 
. any of these three methods when applied to human 

ings. 
In his early work the author experimented with 
tissue grafts to the heart. Many tissues were used, 
including omentum, lung, and the internal mammary 
artery. The explanation for any benefit derived from 
these grafting operations is based on the development 
of intercoronary arterial communications rather than 
on augmentation of the blood supply to the heart 
through the graft. However, more recent work by 
others using pedicled skin grafts, bowel, and lung 
have indicated that a transfer of blood from the graft 
does occur. 

The Beck II operation was designed as a means of 
bringing more blood to the heart from an outside 
source. At the first stage a vein graft is placed between 
the aorta and the coronary sinus. Three weeks later 
the coronary sinus is narrowed to 3 mm. by a ligature 
tied about a stilet which is removed. The arterial 
blood now passes through the capillary bed in the 
reverse direction, giving up its oxygen to the myo- 
cardium. This procedure provided the greatest 
amount of protection of any of the procedures per- 
formed in the laboratory. Ninety-one per cent of the 
dogs subjected to the Beck II procedure survived 
ligation of the descending coronary artery as com- 
pared to 30 per cent in the control group. However, 
the evidence points to the fact that this protection 
is due to the production of intercoronary arterial 
channels. Furthermore, intimal thickening in the vein 

t occurred so that after 6 to 8 weeks there was 
little blood passing through the graft. Clinically the 
operation was difficult to perform and had a high 
mortality. Since its benefit was derived through the 
production of intercoronary channels, the Beck I pro- 
cedure is preferred as a simpler method of accomplish- 
same thing. 

e Beck I operation was originated in 1935, but 
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has been modified a number of times. At the present 
time the procedure includes the following features: 
abrasion of the innersurface of the pericardium and 
the epicardium, narrowing of the coronary sinus to 
a diameter of 3 mm., application of 0.3 gm. of pow- 
dered asbestos to the surface of the heart as an inflam- 
matory agent, and application of the parietal peri- 
cardium and its fat to the surface of the heart as a 
graft. Animals protected by this operation survived 
ligation of the anterior descending branch of the left 
coronary artery in 73.4 per cent of the cases, and the 
infarcts produced in these dogs were 60 to 70 per cent 
smaller than in the control animals. An interesting 
method of gauging the extent of the flow through the 
intercoronary channels produced by the Beck I pro- 
cedure was devised by Mautz and Gregg, and is re- 
ferred to as the Mautz-Gregg backflow method. The 
anterior descending or circumflex branch is ligated 
and divided; the distal end is allowed to bleed freely 
and the amount of blood collected in 30 seconds is 
measured. The average backflow in normal dogs was 
228 ml. per hour, whereas in Beck I protected dogs 
the average backflow was 510 ml. per hour. 

The author does not give total figures for patients 
operated on, but states that in the last 77 consecutive 
patients there have been no deaths during or after 
the operation. Ninety per cent of these patients have 
had complete or almost complete relief from pain and 
are back at work. This relief is due to the establish- 
ment of a more uniform blood supply throughout the 
heart by the production of intercoronary arterial 
channels. 

The operation is advocated for patients with coro- 
nary insufficiency who have angina pectoris without 
evidence of an infarct. For patients who have had one 
or more infarcts, 6 months should be allowed between 
the last infarct and surgery. The operation is sugges- 
ted as a protection in certain members of “coronary 
families.” Contraindications to the operation are 
cardiac failure and marked cardiac enlargement. If 
there has been recent progression of the symptoms 
it is suggested that operation be delayed 3 months. 
Hypotension under anesthesia is regarded as a con- 
traindication and the operation is not performed. 

No treatment can cure the disease and no treat- 
ment can abolish an infarct, but the operation can 
bring about a more even distribution of blood to all 
parts of the myocardium and produce a more elec- 
trically stable heart. —George R. Holswade, M.D. 


Endarterectomy; Curettement of Coronary 
Arteries in Dogs. ANGELO M. May. Am. 7. Surg., 
1957, 93: 969. 


THE AUTHOR proposes to extend the operation of 
endarterectomy as it is performed in the descending 
aorta and iliac vessels to the coronary arteries. A 
variety of methods were employed in dogs. The intima 
of the coronary arteries was scraped with various types 
of suction curettes made by filing a V-shaped nick into 
the tips of malleable needles of various gauges. The 
author reports the effects of traumatizing the intima 
with these instruments in the dog. 

In the majority of the animals subsequent sacrifice 
revealed that the vessel was patent in the traumatized 
area. In general, there was a surrounding inflamma- 
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tory reaction. The coronary arteries were approached 
by way of the aorta and in a retrograde direction. 
The retrograde method was found to be the most 
practical and the mortality rate was small. 
The author feels that this technique may be applied 
to the removal of occluding coronary plaques. 
—Alan Thal, M.D. 


Comparison of Low (Azygos) Flow and High Flow 
a Bubble Oxygenator. G. Diesu, P. J. Fiynn, S. A. 
Maras_e, D. 

42: 67. 


A MAJOR PROBLEM in the development of satisfactory 
extracorporeal circulation is the large volume of 
blood which must be pumped and oxygenated. Main- 
tenance of all the usual channels is called the high 
flow principle, in contrast to the low flow principle in 
which the inferior and superior venae cavae are oc- 
cluded and the azygos vein is left patent. Animals 
can survive such occlusion for prolonged periods of 
time; hence, the apparent advantage of the low azy- 
gous flow principle for extracorporeal circulation. 
Applications of these two principles are difficult to 
compare because of the many other variables, such as 
the selection of cases and the operative techniques 
employed. 

With the use of bubble oxygenators, cardiac by- 
pass was instituted in 14 dogs perfused at a high flow 
rate of 70 ml. per kilogram per minute; all of them 
died. In 10 other high fiow dogs dual bubble oxy- 
genators were used in parallel and 3 survived. The 
low azygous flow principle was used in 29 animals, 
with perfusion of 35 ml. per kilogram, and 12 sur- 
vived. Blood chemistry determinations were made 
before and at the end of each cardiac by-pass, and 
the electrocardiogram, the electroencephalogram, 
and the arterial blood pressure were recorded con- 
tinuously. 

None of these data provided a clue to explain the 
unexpected survival rate of 41 per cent in the low 
flow animals compared to the low survival in the high 
flow group. In the low flow group there was some in- 
verse correlation between survival and the length of 
time of the perfusion. Survival was apparently re- 
lated to the total volume of blood that passed through 
the oxygenators. The indirect inference is that deaths 
following extracorporeal circulation through the bub- 
ble oxygenator are due to the accumulation of minute 
bubbles in the blood stream which cause cerebral 
damage as air emboli. —Stanley W: Tuell, M.D. 


Mutper, and Others. Surgery, 1957, 


Intraoperative Determination of Left Intra-Atrial 
Pressure for the Evaluation of Adequacy of Mitral 
Commissurotomy (Die intraoperative Druckmessung 
im linken Herzvorhof als Kriterium zur Erfolgbeur- 
teilung bei der Sprengung der stenosierten Mitral- 
klappe). A. GirGEMANN and G. HENnrIcH. Miinch. 
med. Wschr., 1957, 99: 541. 


INTRAOPERATIVE MEASUREMENT Of the pressure in the 
left auricle before and after commissurotomy is an 
objective criterion of the adequacy of valvulotomy. 
This method is without danger itself, offers a good 
prognosis, and may save later evaluation by catheter- 
ization of the heart. The presence of an associated 
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insufficiency is easily detected. The authors insist on 
the importance of removal of auricular and atrial 
thrombi to avoid postoperative embolism. 

—Marc Verstraete, M.D. 


Atrial Septal Defect and Its Surgical Treatment. D. 
Evan Beprorp, T. Hotmes SELLors, WALTER SOMER- 
VILLE, J. R. Betcner, and E. M. M. BEsTERMAN. 
Lancet, Lond., 1957, 1; 1255. 


OPEN HEART suURGERY is the method of choice for the 
closure of atrial septal defects. These defects should be 
closed before the right ventricle and the pulmonary 
vascular tree have undergone irreversible change. 
Mitral stenosis in addition to the defect does not con- 
traindicate operation provided valvotomy is included 
in the procedure. Closure of a septal defect is con- 
traindicated in patients with obstructive pulmonary 
hypertension and also in the older patient with sys- 
temic hypertension. In uncomplicated cases the blood 
is shunted from the left to the right atrium, which 
increases the ventricular output and pulmonary blood 
flow. By cardiac catheterization an increase in oxygen 
saturation of the blood in the right heart and easy 
passage of the catheter into the left atrium were signi- 
ficant findings in 50 of 87 tests. The incidence of septal 
defects averaged 18 per cent of 900 congenital heart 
cases. 

The atrioventricular type of septal defect requires a 
hazardous procedure that takes more time than can 
be obtained by hypothermia and should be done by 
means of an artificial heart pump. In the period of a 
year, 50 patients with atrial septal defects were oper- 
ated upon under hypothermia. These patients ranged 
in age from 1 year to 59 years. In 21 cases the shunts 
were less than 3 to 1, and more than 3 to 1 in 14. 
Hypothermia was obtained by surface cooling until 
the esophageal temperature reached 30 degrees C. 
when circulatory arrest could be obtained for at least 
7 minutes. Each of the great vessels of the heart were 
temporarily closed by encircling tapes. Neostigmine 
was injected via the proximal aorta into the coronary 
circulation. When opened, the lateral wall of the 
right atrium permitted exploration of the eustachian 
valve, the septal defect, the mitral valve, the tricuspid 
valve, and the pulmonary valve. The atrial septum 
was visualized and the septal defect closed with a No. 
000 silk suture. Air was expelled from the system dur- 
ing closure by sequential release of the temporary 
ligatures around the great vessels. A special obturator 
for insertion into the inferior caval orifice was devised 
to prevent buckling and to permit accurate delinea- 
tion during closure of the defect. 

The postoperative complications were varied. Api- 

cal pneumothorax occurred in 10 cases and was found 
to be obviated by anterior drainage. Postoperative 
ileus with nausea and vomiting and also collapse of 
the lower lobe occurred in 4 cases each. Pericordial 
and pleuropericordial friction usually persisted for 7 
to 10 days. Postoperative arrythmias developed in 15 
cases. 
There was one postoperative death after a sec- 
ond operation and there were 2 unsatisfactory re- 
sults. The latter were due to deflection of the inferior 
vena cava into the left atrium. 


—B. G. P. Shafirof,, M.D. 


Reduction of Cardiac Output by Ligation of the In- 
ferior Vena Cava in Patients with Atrial Septal 
Defects Complicated by Pulmonary Hypertension; 
Report of 2 Cases. Ropert A. Bruce, Grecory G. 
i and Gorpon A. Locan. Am. Heart 7., 1957, 54: 
152. 


THE INFERIOR VENA CAVA was ligated below the renal 
vein in 2 patients with atrial septal defects. 

In the first patient, venous pressure in the arms de- 
creased from 22 cm. to 8 cm. of saline solution. Also 
dyspnea, nocturnal cough, and orthopnea decreased. 
The vital capacity increased from 26 to 34 L/min. and 
the arterial oxygen saturation rose to 95 per cent. 
Catheterization of the heart showed a decreased blood 
flow and a decreased ventricular pressure. 

In the second patient, right ventricular and pul- 
monary arterial pressures were reduced. The atrio- 
ventricular oxygen difference was increased, and the 
pig work of the right ventricle and the hematocrit 
ell. 

Nevertheless, this procedure did not improve the 
clinical course of the 2 patients and they both died 
shortly after the operation. 

—B. G. P. Shafiroff, M.D. 


Spring Valve Mitral Prosthesis; Report of One Case 
with One-Year Follow-Up. James H. Wiste, Lyte 
F. JAcosson, Prescott JORDAN, JR., CHARLES G. 
Jounston, and Harper K. HEttems. 7. Michigan M. 
Soc., 1957, 56: 731. 


THE CIRCUMFERENTIAL SUTURE and the polar cross 
fusion techniques are satisfactory in patients with 
mitral insufficiency due to dilatation of the annulus. 
Mitral insufficiency when due to failure in coaptation 
of the valves because of a loss of valvular tissue should 
be corrected by a prosthesis. 

In this study the frame of the prosthesis was fabri- 
cated from a spring alloy made by the Elgin Watch 
Company and covered with nylon. The valvulogenic 
properties of the prosthesis were observed in an ex- 
perimental series of animals for a period of 22 months. 
Then the prosthesis was inserted into the heart of a 
class IV mitral patient by a retrograde technique. 
The following postoperative observations were made: 

The patient could walk a 90 foot hospital hall with- 
out distress. She could lie flat in bed without dis- 
comfort, or climb a flight of eight steps. On fluoros- 
copy, the prosthesis was shown to have up and down 
motion of 15 to 20 degrees. A slow progressive de- 
crease in heart size was demonstrated by roentgeno- 
grams. The patient has experienced episodes of auric- 
ular tachycardia or fever which were resolved by 
symptomatic treatment. —B.G. P. Shafirof, M.D. 


Selection of Patients for Mitral and Aortic Valvulo- 
Pp LAURENCE B. WALTER H. ABELMANN, 
and Dwicut E. Harken. Circulation, 1957, 15: 924. 


IN THIS REVIEW the Harvard group notes that they 
have had no cause to change their fundamental 
opinion as to which patients should be offered mitral 
surgery. Those without symptoms, that is, group I, do 
not require operation. Those with moderate but non- 
progressive symptoms constitute group II and for 
these surgery is entirely elective. The decision is 
strongly colored by the social, economic, and psycho- 
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logical aspects of the patient’s life situation. Group 
III patients have progressive symptoms which are 
usually dyspnic, but they are not yet cardiac invalids 
as are those in group IV. Surgery of the patients 
in group IV carries a 20 per cent mortality compared 
with a risk of less than 1 per cent in those of group III 
or II. Thus, it is deemed a great disservice to the pa- 
tient to let him slip from group III to group IV, that 
is, from an operative risk of 1 per cent to one of 20 per 
cent. Of 1,000 consecutive valvuloplasties the Har- 
vard group undertook only 19 on group II patients, 
the remainder (fully three-fourths) being done on 
group III patients. 

Significant improvement was noted in 78 per cent 
of the patients in group III and in 62 per cent of 
those in group IV. There was available for compari- 
son no Statistically satisfactory control group of non- 
operative patients. From various reported life series, 
however, and particularly that of Olesen of Copen- 
hagen, one can deduce evidence of prolonged sur- 
vival after mitral valvuloplasty. Over a 7 year period 
the survival rate without surgery was estimated at 51 
per cent while that following mitral surgery amounted 
to 87 per cent. 

When the decision regarding surgery for a particu- 
lar patient is difficult on sheer clinical grounds the 
evidence of right ventricular hypertrophy obtained 
by electrocardiography or by fluoroscopy is quite 
helpful. If pulmonary hypertension is found on 
standard right heart catheterization and if there is no 
pulmonary or nonmitral heart disease, the decision 
for surgery can be made with assurance. 

The problem of superimposed mitral insufficiency, 
aortic stenosis, or myocardial failure, even though 
quite mild, necessitates left heart catheterization. 
Normally there should be no pressure difference 
across the mitral valve during diastole. Such a dif- 
ference does build up, of course, in mitral stenosis. 
Absolute detection of mitral insufficiency is not al- 
ways possible as yet. Unusual enlargement of the left 
atrium is most commonly associated with insuffi- 
ciency. Likewise, any left ventricular enlargement, 


. not otherwise explained, points to insufficiency. The 


identification of a regurgitant wave inscribed on the 
left atrial pressure tracing signals some insufficiency 
but has not proved to be of quantitative value. 
Differential studies employing radiopaque dyes in- 
jected into the chambers of the left side of the heart 
are still experimental. 

Although predominant insufficiency constitutes a 
contraindication to conventional mitral surgery for 
stenosis, mild insufficiency with predominant stenosis 
does not. More than half the patients will experience 
worth-while improvement following the release of the 
stenosis. On occasion a simple extracardiac baffle has 
been placed to facilitate better leaflet closure and 
minimize the mild regurgitation. 

Although 190 of the 1,000 patients had one or more 
clear-cut episodes of peripheral embolization prior to 
surgery, the late incidence well after surgery was only 
one-tenth as great. During the operative period the 
risk was 2 per cent in group III and 9 per cent in 
group IV, but for the individual patient the risk was 
about double if there had been a_ preoperative 
embolus. The authors advise an interval of 3 weeks 
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for anticoagulant therapy between the time of an 
embolus and the time of mitral valvuloplasty. 

Active rheumatic activity is felt to constitute a 
contraindication to immediate surgery but its pres- 
ence is not always detectable. Interestingly, deter- 
minations of C-reactive protein, anti-streptolysin ti- 
ters, and sedimentation rates are often normal in the 
adult with subclinical rheumatic activity. 

Similarly, a large component of myocardial failure 
is an indication to avoid operation. An unusually 
large heart or a clinical course characterized by few 
symptoms and little disability except when inter- 
rupted periodically by acute episodes of congestion 
suggests ventricular deficiency. 

The simultaneous occurrence of aortic and mitral 
stenoses demands an attack on both valves, but cer- 
tainly not just on the mitral alone for then the risk of 
insufficiency is greatly enhanced. 

The first trimester of pregnancy does not modify 
the above precepts. After the eighth month surgery is 
not advised even if the patient is in frank failure, as 
the cardiac burden commences to ease at that time. 
Prior to the eighth month but after the fourth month, 
the decision is fraught with difficulty and is not sus- 
ceptible to aphorism. 

Generally aortic stenosis is a more serious disorder. 
Symptoms do not usually appear until the valve is 
already fixed and calcified with an associated myo- 
cardial fibrosis. Worsening follows rapidly. Surgical 
attack is, likewise, technically more difficult and 
dangerous than is the mitral undertaking and it 
makes but little difference if a transventricular or a 
transaortic approach is employed. 

The Harvard group prefers the transaortic ap- 
proach, which permits digital exploration of the 
valve. They have reduced their operative mortality 
from the transventricular average of 25 per cent to 
approximately 10 per cent. If severe aortic stenosis is 
confirmed by left heart catheterization and if there is 
no encumbering coronary insufficiency, myocardial 
infarction, rheumatic or bacterial endocarditis, or 
intractable congestive failure, and no severe aortic 
insufficiency, then aortic valvulotomy is deemed 
advisable. —Everett Shocket, M.D. 


eptum; Clinical and PhysiologicR to Open 

Oscar J. BaLcHum, and Henry Swan. Circula- 
tion, 1957, 15: 814. 


SEVERAL FoRMs of corrective surgery for valvular pul- 
monary stenosis have been developed. The trans- 
ventricular approach of Brock has been widely em- 
ployed. However, evaluation of the operative results, 
both at the author’s institution and elsewhere, has 
led to the conclusion that the stenosis is often not 
completely relieved. 

The authors applied the technique of hypothermia 
with inflow stasis in 38 patients to allow transarterial 
open valvuloplasty. The majority of the patients were 
young children, only 3 being older than 15 years. 
Seven patients were asymptomatic, while the 8 others 
revealed a slight degree of dyspnea and fatigue with 
exertion. Eight of the 10 patients with a defect in the 
atrial septum were cyanotic. The mortality rate among 


be 
i 
e 
it 
d 
E 
f. 
o- 
N, 
cy 
al 
al 
Jo 
n- 
or 
is 
O- 


34 International Abstracts of Surgery - January 1958 


these 38 patients was 5 per cent. Both patients who 
died were cyanotic. There were no deaths among 30 
acyanotic patients. 

The authors believe that the direct approach with 
hypothermia may offer a lesser mortality rate than that 
of the transventricular approach. In the last 35 pa- 
tients, no valve tissue was excised. However, in 8 of 
these patients a murmur of pulmonary insufficiency 
subsequently became audible. The authors do not 
consider the degree of pulmonary insufficiency to be 
of hemodynamic significance, as the diastolic pressure 
in the pulmonary artery was more than 8 mm. Hg. in 
all. They chose a gradient of 20 mm. Hg. or less as 
indicative of an ideal result. Four patients had a re- 
sidual pressure gradient greater than 30 mm. Hg., the 
greatest being 59 mm. Hg. The authors think that the 
residual pressure gradient may be explained by the 
resistance offered by hypertrophic muscle in the area 
of the crista supraventricularis. Slight to moderate 
pulmonary hypertension was encountered postopera- 
tively in 6 patients. The explanation for this phenom- 
enon is not clear at the present time. 

—Alan Thal, M.D. 


Operative Treatment of Aortic Aneurysms (Das oper- 
ative Vorgehen bei Aortenaneurysmen ). A. K, GiTGE- 
MANN and W. RicuTer. Chirurg, 1957, 28: 180. 


THE IMPROVEMENT in the methods of detection of aor- 
tic aneurysms has kept pace with the expansion of 
modern vascular surgery. Without therapy the prog- 
nosis of aneurysms of the aorta is rather poor. In a 
series of 102 patients with arteriosclerotic aneurysms 
observed by Estes in 1950, 33 per cent died of their 
disease within the first year and 50 per cent within 
3 to 5 years. Of 186 patients with syphilitic (mostly 
thoracic) aneurysms observed by Kempmeier, 77 per 
cent died within 2 years. 

X-ray examination of the chest usually reveals 
progressive or stepwise enlargement in the upper 
mediastinum. In the case of abdominal aneurysm the 
patient oftentimes becomes aware of a pulsating mass. 
Intestinal compression or obstruction may occur at 
the duodenojejunal junction. Compression of the 
urinary passages may occur and hydronephrosis may 
be observed. 

Topographically, aortic aneurysms are divided into 
four groups; those occurring in the ascending aorta, 
in the arch of the aorta, in the descending thoracic 
aorta, and in the subdiaphragmatic aorta. Aneurysms 
of the first and of the fourth part of the aorta are most 
amenable to therapy. On physical examination a 
pulsating mass of the abdominal region, retrosternal 
vascular murmurs, and corroborative peripheral 
arteriosclerotic changes should be sought. Venous 
distention of the veins of the neck due to compression 
may be seen, and the patient may complain of shoot- 
ing pains into the shoulders, nuchal area, and the 
lumbar or sacral plexus. Although erosions of the 
sternum, ribs, and the spinal column may be seen 
roentgenographically in late cases, the most impor- 
tant finding is calcification in the area of the aneurysm. 
This calcification, together with the abovementioned 
clinical findings, will give an approximation of the 
size of the aneurysm and its localization. Compres- 
sion and displacement of the esophagus, trachea, in- 


testines, veins, and ureters are useful in evaluation. 
The authors believe that pneumomediastinum, 
pneumoperitoneum, and retroperitoneal air insuf- 
flation have no place in the diagnosis of aneurysms. 
Surgical exploration is indicated if the diagnosis can- 
not be established by other means. Aortography will 
allow an exact localization of abdominal aneurysms 
so long as obliteration by thrombi does not occur. 
Aortography of the ascending and thoracic aorta by 
direct puncture or cardiac catheterization is danger- 
ous because of the high intraluminal pressure. 

The authors have reviewed the literature on aneur- 
ysms and mentioned Matas’ endoaneurysmorrhaphy 
(1888), ligation of the afferent and/or efferent vessels 
of the aneurysm, introduction of thrombotic agents, 
and wrapping of aneurysms as successful in a limited 
number of cases. Tuffier (1902) resected an aneurys- 
mal sac, but the patient died; Kuemmel (1914) re- 
sected a sacciform aneurysm of the abdominal aorta. 
In the recent literature successful resections have been 
reported by Monod, Dubost, and Bahnson. 

The authors conclude that sacciform aneurysms 
may be ablated successfully in the ascending aorta 
and the arch of the aorta. They describe the case of a 
61 year old patient with a fist-sized aneurysm of the 
ascending aorta and the arch of the aorta. The medi- 
astinum was entered in this patient through a mid- 
sternal splitting incision, using the Lebsche knife. 
The aneurysm involved the first portion of the as- 
cending aorta up to the left common carotid artery. 
The vena cava was compressed to the left and the left 
brachiocephalic vein anteriorly, causing marked ve- 
nous congestion. After careful dissection the base of the 
aneurysm could be clamped with Wertheim clamps 
and the aneurysm was then removed. The closure of 
the defect, which measured 10 centimeters in length, 
was accomplished by mattress sutures and a continu- 
ous silk suture. The sternotomy was closed with wire 
and drains were introduced into the mediastinum. 
No pleural suction was deemed necessary as the 
authors believe that small pleural and pulmonary 
tears can be sutured without the necessity of intro- 
ducing chest catheters. 

The authors mention experimental and clinical 
studies of methods to replace the aortic arch, but be- 
cause of the risk involved in such an operation, en- 
closure of such aortic aneurysms in fascia or plastic is 
preferred. In 1 patient who was under their observa- 
tion for 4 years, arrest occurred after a diffuse aneur- 
ysm of the aortic arch was wrapped with nylon mate- 
rial, although previous to the arrest it had been pro- 
gressively enlarging. The problem in resection of the 
descending thoracic aorta concerns the peripheral 
circulation and the blood supply to the liver, kidneys, 
and thoracic spine. Good results may be expected if 
an adequate circulation is maintained to the areas 
distal to the aneurysm and if only a few intercostal 
vessels are severed. Aortic homografts can be sutured 
into a defect after excision of an aneurysm. A tem- 
porary bypass using a glass or lucite tube is mentioned 
as a useful therapeutic approach. 

Though the abdominal aneurysms are the most 
frequent, they only rarely occur above the renal 
vessels. The optimal treatment is resection of the 
aneurysm and a homologous graft. The authors agree 
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with Bahnson that hypothermia presents intrinsic 
dangers in these usually older patients. Although the 
authors use slight artificial hypotension in the treat- 
ment of thoracic aneurysms, in cases of abdominal 
aneurysms they believe this is not necessary and the 
patients are treated as in any other abdominal ex- 
ploratory procedure. 

The second patient, a 56 year old white female, was 
found to have a pulsating abdominal mass. The ab- 
domen was entered through a left pararectal incision 
and after dissection of the aorta, the latter was 
clamped just distal to the renal vessels. Since the 
aneurysm involved both iliac arteries, the common 
iliacs were transected. The proximal anastomosis was 
established first using a continuous atraumatic suture. 
After the right iliac anastomosis was completed the 
circulation was re-established and the left iliac anas- 
tomosis was accomplished. The authors mention 
several technical points in the removal of this aneur- 
ysm. The dissection of the duodenojejunal junction 
had to be done with care because of the proximity of 
the aneurysm. Part of the aneurysmal sac was ad- 
herent to the vena cava and the adherent part was 
left attached. Careful ligature of the lumbar vessels 
and especially the medial sacral artery must be done, 
as this is a common site of postoperative bleeding. 

—Karel B. Absolon, M.D. 


Complete Division of the Superior Vena Cava in the 
Course of Excision of an Infected Teratoma of the 
Mediastinum; Reoperation and Suture (Section 
compléte de la veine cave supérieure au cours de 
Pexérése d’un tératome infecté du médiastin, suture 
aprés réintervention). CHALNoT, LocHARD and Pu. 

ICHARD. Poumon et Coeur, 1957, 13: 201. 


A casE is reported in which the superior vena cava 
was damaged during the course of excision of a large 
infected teratoma from the superior mediastinum. The 
patient was a 22 year old female whose symptoms dated 
from the time when she was 11 years old. A diagnosis 
of teratoma was made from roentgenograms of her 
chest when she was 17 years of age, but she had re- 
fused treatment until extreme dyspnea developed. The 
roentgenogram prior to thoracotomy showed a tumor 
occupying the lower two-thirds of the right hemi- 
thorax. Thoracotomy revealed a large tumor con- 
taining purulent fluid. Dissection was difficult because 
no tissue planes could be identified. During the dis- 
section the vena cava was completely divided. After 
removal of the tumor the ends of the cava were ligated 
and the chest was closed. 

While the patient was still on the operating table 
she suddenly went into shock. A large amount of blood 
drained through the intercostal catheter, which indi- 
cated that an intrathoracic hemorrhage had developed. 
The thorax was rapidly opened and the source of 
hemorrhage identified as the sutured vena cava. The 
bleeding was controlled with clamps and an end-to- 
end anastomosis was made between the ends of the 
divided vena cava. In addition, a 2 cm. tear in the 
proximal end of the cava was sutured. Following this 
the patient made a good recovery. 

In the course of removal of tumors from the | 
or mediastinum the vena cava may occasionally be 
damaged. Reconstruction can usually be accomplished 
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by suture because the tissues are mobile enough to 
permit approximation without tension. In some cases 
arterial homografts or ivalon prostheses have been 
used. —Frederick W. Preston, M.D. 


The Pharmacology of Asystole During Sur on 
the Bloodless Heart, (L’asistolia 
chirurgia del cuore esangue). P. Gorrrini, E. ZANELLA, 
a Fay and A. Peraccuia. Chir. pat. sper. (Milano). 

209% 


It was the purpose of the experimental studies of the 
authors to determine a safe drug to be used under 
hypothermia, which could induce cardiac arrest and 
also reverse the effect. 

Their studies were conducted on 12 dogs varying 
between 12 and 20 kilograms in weight, under hypo- 
thermia from 25 to 28 degrees centigrade. These tem- 
peratures were continued during the experiments, 
from 30 minutes to one hour. Various solutions of 
potassium chloride, from .025 to .050 gm. per kilogram, 
were injected directly into the aorta. It was found that 
lower dosages of the drug would not necessarily cause 
cardiac arrest, but would most frequently produce 
ventricular fibrillation. Under direct vision cardiac 
compression and short periods of electric stimulation 
with the alternating current of a voltage between 170 
and 200 volts were used. It was found that with the 
higher doses of potassium chloride solution cardiac 
arrest was produced, but it was not possible to induce 
normal contractions of the heart because of uncon- 
trollable fibrillation. 

As has been pointed out by other Italian investi- 
gators, the phenomenon is explained by modification 
of the ionic equilibrium of the myocardium aggravated 
by ischemia and hypothermia. 

In another group of animals of the same weight and 
under the same conditions, acetylcholine in a dosage 
of 10 mgm. per kilogram of body weight was likewise 
injected into the aortas of dogs under hypothermia. 
Cardiac arrest was obtained in a bloodless heart and 
after a period of 8 to 20 minutes the heart could be re- 
turned to normal cardiac rhythm. The authors feel, 
therefore, that acetylcholine will protect the myo- 
cardium from biochemical and physical damage due 
to ischemia secondary to occlusion of the blood 
supply and hypothermia. — Walter L. Byers, M.D. 


The Prevention of Metabolic Imbalance in Open 
Heart Surgery Under Hypothermia (La prévention 
des perturbations métaboliques dans la chirurgie a 
coeur ouvert sous hypothermie). G. Dusourc, P. 
Broustet, H. Bricaup, F. Fontan, and D. Corrin 
Presse méd., 1957, 65: 845. 


THE AUTHORs report a mortality of 3 of 13 dogs in 
which a right open cardiotomy with 10 to 20 minutes 
of obstructed circulation was performed. They think 
that the prevention of problems before clamping off 
the heart offers the better approach than the treat- 
ment of trouble afterward. They consider hyper- 
ventilation and hyperoxygenation very important 
before clamping to reduce the intracellular pCO, 
and because of the potassium effect. They use a 
“neuroplegic cocktail” for premedication to assist 
these ends (avoiding morphine and atropine for good 
reason) and pentothal anesthesia. Before clamping, 
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they use two intravenous injections of potassium and 
two more (total 12.5 mgm/kgm.) with calcium lactate 
added. 

The protocol for anesthesia is: 

Premedication (intravenous) with phenergan® 
1.25 mgm./kgm., dolosal 2.5 mgm./kgm., and 
hydergine 0.25 mgm./kgm. 

Induction after 15 minutes with 12.5 mgm. of 
pentothal per kilogram and maintenance with 
additional pentothal as needed. Intubation 
and 15 minutes of hyperventilation before immer- 
sion in an ice bath to bring temperature to 29.5 
degrees C. 

Electrolyte control—3 per cent of potassium 
chloride every 15 minutes for four doses, with 
calcium lactate added to the last two doses. After 
unclamping, 10 c.c. of 30 per cent glucose plus 
1 c.c. of 5 per cent calcium lactate p.r.n. and then 
rapid warming up in a 45 degree C. bath. 

The rationale is briefly discussed and a good bibli- 
ography appended. It is the authors’ feeling that this 
regime reduces the risk of ventricular standstill to a 
minimum. —Roger H. L. Wilson, M.D. 


Acute Peptic Ulceration Following Cardiac Surgery. 
DonaLp BeRKOwITz, BERNARD M. WAGNER, and 
Josepu F. Uriccuto. Ann. Int. M., 1957, 46: 1015. 


ACUTE ULCERS of the stomach and duodenum occasion- 
ally appear during the recovery phase after severe burns 
or other trauma, and after surgical operations. In the 7 
patients of this group, ulcers developed from 2 to 10 
days after operations on the heart. In 6, massive hemor- 
rhage occurred and caused the death of 3; one patient 
survived an emergency gastrectomy, and 2 patients 
underwent successiul nonoperative treatment. In one 
patient perforation occurred and death ensued. 
—Leonard D. Rosenman, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Spontaneous Rupture of the Esophagus, Harry M. 
Winpsor and Ross M. Dunn. Med. F. Australia, 1957, 
1: 784. 


SPONTANEOUS RUPTURE of the esophagus is usually 
caused by a sudden rise in the intraesophageal pres- 
sure. This may result from a sudden increase in the 
intra-abdominal pressure, as caused by vomiting with 
a full stomach, vomiting with an empty stomach, ex- 
ternal abdominal violence, or great muscular exer- 
tion. In rare instances the intraesophageal pressure 
may rise suddenly from a precipitous increase in the 
intracervical pressure. The authors present 5 case 
histories to illustrate the various etiologies. The most 
typical cases were those in which emesis occurred 
with a full stomach. One case of special interest was 
that of a patient who was struck on the thyroid carti- 
lage with a metallic fragment. This sudden impact 
apparently caused the forcible swallowing of a bolus 
of air, and the sudden increase in intracervical pres- 
sure resulted in rupture of the cervical esophagus. 
The most frequent site of rupture, however, is the 
left side of the esophagus, just above the diaphragm, 
where no other structures buttress this lateral wall. 
Rupture at higher levels is rare. The clinical triad of 
dyspnea, abdominal rigidity, and subcutaneous em- 


physema is almost pathognomonic of esophageal rup- 
ture, particularly if there was an episode of vomiting. 
The authors stress palpation of the suprasternal notch, 
where early subcutaneous emphysema may be de- 
tected. Pneumothorax was present in 90 per cent of 
the cases in one large series, but was not always found 
in the authors’ experience. Ingestion of a small 
amount of radiopaque substance may give roentgeno- 
graphic evidence of a leak. A swallow of methylene 
blue with thoracentesis or examination of the stomach 
contents to determine the presence of dye has also 
been employed. The authors also found thorascopy 
very useful in diagnosis. 

In one large series, the mortality rate after esophag- 
eal rupture was 65 per cent. Death may result rapidly 
from the irritant effect of the gastric contents in the 
mediastinum. In cases seen within 24 hours after 
rupture, thoracotomy and suture of the laceration 
are indicated. For patients that survive and of whoma 
later diagnosis is made, the authors favor thoraco- 
tomy and drainage, the rent usually being left undis- 
turbed. Esophageal fistulas may develop in surviving 
patients but they are best let alone as they usually 
close spontaneously. In the postoperative care of the 
patients with esophageal rupture, tube feeding or 
gastrostomy is considered unsafe, but jejunostomy is 
preferred. —Enmile L. Meine, M.D. 


The Problem of Hiatus Hernia Complicated by 
Peptic oo. Gustar E. Linpskoc and Joun L. 
Kune. N. England 7. M., 1957, 257: 110. 


In THE 10 YEAR PERIOD from 1945 to 1955, 62 patients 
with diaphragmatic hernia were admitted to the 
New Haven Hospital in Connecticut. Of these, 41 
had the sliding hiatus type, and within this group 
there were 12 who presented concurrent diaphrag- 
matic hernia and esophagitis. Peptic esophagitis can 
be most difficult to treat, and a significant reason 
for the surgical correction of large and symptomatic 
hiatus hernias is to prevent subsequent esophagitis. 

Gastric and duodenal ulcers are much more fre- 
quent in patients with peptic esophagitis than in the 
population at large. However, in the group studied 
only one patient had a coexistent duodenal ulcer. 
Similarly, no impressive frequency of hyperacidity 
was noted. Two patients had previously been treated 
for cholelithiasis and 25 per cent of the patients ad- 
mitted to the use of alcohol. The normal esophageal 
membrane is very sensitive to gastric juice and is 
protected from erosion by gastric juice by at least 2 
mechanisms. First, the swallowed saliva prevents 
autodigestion by mechanical irrigation and inhibition 
of the pepsin by the buffering of acid. Second, the 
normally competent cardioesophageal juncture pre- 
vents reflux of the gastric contents. The acute angle 
of insertion of the distal esophagus into the stomach 
tends to discourage reflux of the gastric contents, and 
the effect of the muscular sling of the diaphragmatic 
crura tends to snug the esophagus down on the 
lumbar vertebrae. As a sliding type of hernia develops 
and the stomach wedges itself in the hiatus, the 
phrenoesophageal ligament becomes frayed and the 
cardia becomes patulous, which renders the sphinc- 
teric mechanism increasingly less effective. The po- 
tentially destructive gastric juices then regurgitate 
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through the incompetent cardioesophageal juncture. 
Overnight secretions obtained from patients with 
sliding hernias consistently contained acid and pepsin. 
Since salivation nearly ceases completely at night, 
its defense of the esophageal mucous membrane is 
markedly reduced. The etiologic factor common to 
all of the 12 cases studied was the reflux of corrosive 
gastric juices through an incompetent esophago- 
gastric sphincter. 

Pain, when present, is usually centered beneath 
the xiphoid in the high epigastrium, sometimes radiat- 
ing directly through to the back. It tends to occur 
shortly after meals, is often alleviated by antacids, 
and is aggrave‘ed if the patient bends forward or 
lies down. Dysphagia is a common symptom and 
tends to become more permanent because of scar- 
ring following the chronic recurrent ulceration. Bleed- 
ing is not uncommon, and 2 of the patients in the 
series presented massive hemorrhage. 

The earliest changes of esophagitis consist of epi- 
thelial necrosis and edema which may be accom- 
panied by discrete, shallow ulcerations, and these 
changes can be visualized only through the esophago- 
scope and not by means of the barium swallow. The 
longitudinal striae of the normal esophagus soon 
become obliterated as the disease progresses and in the 
chronic case the distal esophagus becomes thickened 
and shortened while the mucosa assumes a grayish 
white color. At this particular stage of the disease, 
the barium stream is narrowed to a thin trickle 
through the stenotic area above the hernia pouch. 

A sliding hiatus hernia without superimposed 
esophagitis is usually repaired without great technical 
difficulties. Esophageal stenosis and contracture re- 
sulting from peptic esophagitis complicate the treat- 
ment as it becomes necessary to mobilize enough of 
the distal esophagus to permit reduction of the 
stomach below the diaphragm as well as to recon- 
struct a physiologic sphincter at the hiatus to inter- 
rupt the vicious circle of regurgitation, inflammation, 
stenosis, and contracture. 

Six different methods of therapy were employed in 
the 12 patients treated. Three patients were treated 
with ulcer regimen and dilatation and one with 
phrenic crush. Three patients were subjected to trans- 
thoracic or abdominal repair alone and yielded grati- 
fying results as they had only mild esophagitis. Five 
patients had irreversible cicatricial changes of the 
distal esophagus and stenosis which required radical 
surgery to remove the diseased esophagus and recon- 
struct the alimentary canal. Distal esophagectomy 
and extensive proximal partial gastrectomy with 
esophagogastric anastomosis was the procedure of 
choice. Bilateral vagectomy is advised to promote 
achlorhydria. To insure rapid emptying of the stom- 
ach, 3 patients also underwent subsequent gastro- 
enterostomy to overcome pylorospasm and gastric re- 
tention. 

The problem of reconstruction of the esophagus has 

n the subject of considerable experimental work, 
including the construction of an esophageal valve, the 
interposition of an intestinal segment to span a gap 
between the proximal esophagus and the residual 
stomach, and the gastric exclusion procedures with 
esophagojejunostomy. The authors emphasize the 
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need for early repair of sliding hiatus hernias that ex- 
hibit reflux esophagitis as surgical correction suffices 
to arrest the early case. — James H. Holman, M.D. 


On the Natural History of Esophageal Varices Which 
are Secondary to Portal Cirrhosis. Eppy D. PALMER. 
Ann. Int. M., 1957, 47: 18. 


FOLLOWING THE PERFECTION of operations for elimin- 
ating or reducing esophageal varices by shunting the 
portal blood flow around the liver, it became evident 
that the dynamic capabilities of varices had previ- 
ously been badly underestimated. Evaluation of the 
size and extent of varices by direct inspection under 
magnification is considerably more effective than 
roentgenologic evaluation. A serial esophagoscopic 
observation of 133 patients with portal cirrhosis who 
had not been subjected to any portal decompression 
procedure was made in order to study the natural 
course of variceal severity, to compare changes in 
variceal severity with the changing state of the general 
clinical picture, and, in some patients, to compare 
fluctuations in the level of the portal venous pressure 
with changes in the appearance of the varices. 

All the patients had needle biopsy proof of portal 
cirrhosis and esophagoscopically demonstrated vari- 
ces. There were 29 patients in the group and at the 
time of initial examination their ages ranged from 19 
to 66 years, the majority of them being in the fourth 
or fifth decade. 

The period of esophagoscopic study in individual 
cases ranged from 1 week to 4 years and 9 months, 
and averaged 32.6 weeks. A total of 375 esophago- 
scopic examinations was made for mensuration of the 
varices, and during 130 of them valid portal venous 
pressure determinations were obtained. Serial pres- 
sure readings were made during the fasting state, 
early in the morning. 

Mensuration of varices deals with three features: 
the diameter of the dilated veins, the extent of the 
esophagus over which they course, and the level of the 
intravariceal, or portal, pressure. Each can be mea- 
sured with considerable precision and presumed ac- 
curacy. In measuring the diameter, a little ruler is 
passed down the esophagoscope and laid against 
several varices successively and the diameters are read 
directly under the four diameter magnification of the 
telescope of the esophagoscope. 

The extent of the esophagus involved is easily 
measured from the length of the esophagoscope which 
has been inserted at the time varices are first en- 
countered. The portal pressure is determined trans- 
esophagoscopically by inserting a needle connected 
with a simple water-filled manometer into the lumen 
of a varix. 

The most striking finding upon the successive ex- 
aminations was the dynamic variability of the severity 
of the varices. This was quite unpredictable as one 
judged the day-to-day changes in the total clinical 
and laboratory picture presented by the patient. In 
spite of treatment of the cirrhosis, the varices were 
found to have decreased in only 28 per cent of the 242 
repeat examinations, they remained unchanged in 
43 per cent, and become worse in 29 per cent. It is 
noted that in some patients the varices disappeared 
in the face of a worsening clinical picture, and that in 
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others they became progressively more severe under 
the same circumstances. Some of the disappearances 
and reappearances occurred within surprisingly short 
periods—one and 2 weeks. 

In some patients the pressure seemed to remain 
static over long periods, whereas in others there were 
wide variations over periods of a few weeks, without 
relation to changes in the clinical picture. Early in the 
study it became apparent that it is not possible to es- 
timate the level of the portal pressure from inspection 
of the varices. However, a better correlation was 
found from examination to examination in individual 
patients between fluctuations in the portal pressure 
and changes in the severity of the varices. It is clear, 
therefore, that the most significant characteristic of 
the natural history of esophageal varices which are 
secondary to cirrhosis is their propensity toward un- 
predictable dynamic fluctuations. These fluctuations, 
particularly their disappearances and reappearances, 
create important practical problems in the manage- 
ment of patients with cirrhosis. It is to be understood 
that failure to find varices upon a single esophago- 
scopic examination gives no assurance that varices 
are not potentially present and that hemorrhage from 
varices is not an imminent threat. 

Obviously one does not recommend surgical portal 
decompression if varices are not found; yet a repeat 
examination only a short while later may reveal 
severe varices for which operation must be urged. 

In an attempt to explain the apparently patternless 
behavior of varices it is important to place emphasis 
on the fact that they constitute only one of several 
natural portacaval shunt systems. The total activities 
of the other outlets for the portal system, such as the 
retroperitoneal, hepatophrenic, falciform-paraum- 
bilical, and hemorrhoidal routes, would have to be 
known before the mechanisms which control the 
variceal flow could be determined. Unfortunately, 
there is no method as yet for studying these other out- 
lets. At the moment it seems probable that there is 
some intrinsic mechanism within the portal system 
which is capable of calling into play one or a couple 
of the natural shunting systems at a time to handle 
most of the portal outflow. It seems unlikely that all 


of them act in concert, during the fasting state at 
least, if only because it is impossible to estimate the 
level of the portal pressure from the severity of the 
varices during this period. Even though the liver 
histopathology may remain static throughout variceal 
fluctuations, it can be assumed that periodic fluid 
shifts within the liver parenchyma exert an influence 
on the rate of transhepatic portal blood flow, and 
consequently over the portal pressure and the sever- 
ity of the varices. —Stephen A. Rieman, M.D. 


MISCELLANEOUS 


Hodgkin’s Disease Localized in the Esophagus, with 
Reference to 2 Cases from the Curie Foundation 
Cured for More than 7 Years (Les localisations 
oesophagiennes de la maladie de Hodgkin; a propos 
de deux observations de la Fondation Curie guéries 
depuis plus de sept ans). R. DELauNoy. Acta gastroenter, 
belg., 1957, 20: 119. 


Hopckn’s DISEASE localized in the esophagus is rare. 
The authors could find only 17 cases in the literature. 
Case reports of 2 of these, both previously reported 
by Ennuyer from the Curie Foundation (Paris méd,, 
1950, 164.) are given in detail. The 2 patients survived 
for 7 years or more after roentgen therapy. The other 
patients are dead (14) and the last one was not 
followed up. 

There are three types of the disease: (1) in which 
the only manifestation of the disease is the esophageal 
lesion, (2) in which the localized lesion in the esoph- 
agus is part of a generalized condition, and (3) in 
which involvement of the esophagus is the result of 
direct extension of the disease from adjacent organs 
such as the lymph nodes. 

Dysphagia is the most important symptom. Retro- 
sternal pain, fever, enlarged lymph nodes, anemia, 
and pruritis are also characteristic. On roentgeno- 
grams, stenosis is the most common finding. Ulcera- 
tion and fistulas may also be demonstrated. 

The lesion cannot be differentiated from carcinoma 
of the esophagus except by biopsy. 

Radiation therapy is the treatment of choice. 

—Frederick W. Preston, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


¥ Scarless Repair of Umbilical Hernia in Children. 


Howarp E. Dorrton. 7. Kentucky M. Ass., 1957, 55: 
614. 


THE AUTHOR describes a method of repair of umbili- 
cal hernia which leaves no visible evidence of an oper- 
ative procedure. While this method does not improve 
the results of the actual repair of the hernia, neverthe- 
less the avoidance of scarring is a comfort to the par- 
ents and to the child as it reaches the age of discern- 
ment. 

The accompanying illustration shows the skin of 
the hernial sac being circumcised at a level which, 
when the skin is relaxed, will fall flush with the an- 
terior abdominal wall. The hernial sac is isolated, 
opened, and removed in the usual manner. The sac is 
then closed transversely, care being taken to evert the 
peritoneum. This can usually be accomplished by the 
placement of three or four horizontal mattress sutures 
of nonabsorbable suture material through the fascia 
and peritoneum together. The circular skin defect is 
then closed with a subcuticular purse-string suture of 
fine plain catgut. The beginning and the end of this 
purse-string suture are placed somewhat more deeply 
than the remainder of the subcuticular sutures so that 
when tied the knot lies deep to the margin of the skin. 
The tails of the suture are then threaded on a needle 
and the free ends are buried beneath the skin in the 
manner illustrated. This method of closure recon- 
structs a fairly normal-appearing umbilicus and oblit- 
erates completely any evidence of an operation. 

—Stephen A. Zieman, M.D. 


K Effect of Fibrinolytic Agents and Corticosteroid 
Hormones on Peritoneal Adhesions: a Comparative 
Study. Epmunp M. Luttwak, ALBERT 

and Natuan J. Sartz. Arch. Surg., 1957, 


AssuMING that peritoneal adhesions result from the or- 
ganization of an exudate between opposed peritoneal 
surfaces, their prevention may be approached either 
by attempts to destroy the deposited fibrin or by in- 
hibiting its organization into connective tissue. For 
the former, activators of fibrinolytic enzymes have 
been used in experimental animals and have been 
shown to have an inhibitory effect on the develop- 
ment of peritoneal adhesions. For the latter, cortical 
steroids have been widely used in experimental an- 
imals and have been shown to have a favorable effect 
in inhibiting the formation of peritoneal adhesions. 

The authors undertook the present investigation to 
study the quantitative and qualitative effects of these 
various substances on talc-induced intraperitoneal ad- 
hesions and granulomas. In order to achieve satis- 
factory comparisons, the experiments were carried out 
on groups of similar animals under identical exper- 
imental conditions. 

Plasminogen and plasmin had no inhibitory effect 

on adhesions. However, the animals receiving plasmin 
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developed about half the number of granulomas as the 
control or plasminogen-treated groups. No differ- 
ences from the control group were seen in animals 
treated with cortisone subcutaneously. The animals 
treated with cortisone intraperitoneally showed a 
marked reduction in granuloma formation, and only 
a single animal in this group developed adhesions. The 
animals treated with hydrocortisone intraperitoneally 
showed an even more marked reduction of granu- 
lomas and none of this group developed adhesions. 

Macroscopic observation revealed that the granu- 
lomas present in animals treated intraperitoneally 
with cortisone and hydrocortisone were tiny and white 
in color, covered by smooth serosa, and easily de- 
tached from their base. Granulomas in the control 
group were more than 1.5 mm. in diameter, yellow in 
color, and firmly organized. The single adhesion pres- 
ent in the group treated with cortisone and hydro- 
cortisone was a thin filmy thread. In the controls the 
adhesions were firm fibrous bands. 

No evidence of toxicity was observed in the hydro- 
cortisone-treated group. However, 2 of the animals 
showed a dehiscence of the skin wound, and in 3 a 
wound infection occurred. None of the animals died. 

—Ely Elliott Lazarus, M.D. 


GASTROINTESTINAL TRACT 


Limitations in the Roentgenologic Diagnosis of Rare 
Lesions in the Gastroduodenal Region (Limiti e 
possiblita diagnostiche dell’ indagine radiologica nelle 
forme patologiche di raro riscontro a localizzazione 
gastro-duodenale). Cesare Rurrato. Arch. ital. mal. 
app. diger., 1957, 23: 143. 


THE AUTHOR reports on 3 personal cases treated at the 
University of Padova. The first was a 28 year old male 
with reticulosarcoma of the fundus of the stomach, the 
second a 29 year old male with malignant lympho- 
granuloma of the antrum of the stomach, and the 
third a 35 year old female with Hodgkin’s disease in- 
volving the inferior curve of the duodenum. All three 
patients were operated upon. A gastric resection was 
performed on the second patient and a gastrojeju- 
nostomy on the third. No mention is made of the type 
of surgery performed on the first patient. The diag- 
nosis in the first two patients was not determined until 
the microscopic examination was made. The nature 
of the lesion in the third patient was suspected since 
the diagnosis of abdominal Hodgkin’s disease had 
been made by biopsy 8 years before. 

The clinical picture produced by reticulosarcoma 
or lymphogranuloma is not characteristic. Symptoms 
often resemble those of peptic ulcer resistant to medi- 
cal treatment. The gradual decline of the patient is 
slower than in gastric carcinoma. A febrile state with 
hepatosplenomegaly is most frequently seen in cases 
of lymphogranuloma. 

The lesions in all three patients were seen by x-ray 
but an exact diagnosis could not be made. After dis- 
cussing the differential points the author states that a 
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rigid radiological differentiation between mesenchy- 
mal and epithelial neoplasms is difficult and will not 
have constant application. 

—Lucian 7. Fronduti, M.D. 


Upper Gastrointestinal Hemorrhage of Obscure 
Origin. James A. Kirt.ey, Jr., Doucias H. 
and E, Ipe Smiru. Ann. Surg., 1957, 145: 789. 


THIs ARTICLE deals with 26 patients with hematemesis 
and melena who were operated upon. These patients 
had both hematemesis and melena, and the hemor- 
rhage was sufficient to require surgical intervention to 
control blood loss. The indications for operative treat- 
ment in massive gastrointestinal bleeding from any 
cause have been flexible but generally have conformed 
to the following criteria: (1) any patient who has con- 
tinued to bleed for 48 hours in spite of adequate 
medical management, (2) a patient in whom a stable, 
packed-cell volume cannot be maintained by 500 
milliliters of whole blood every 8 hours, (3) a patient 
who has a rapidly exsanguinating hemorrhage requir- 
ing excessive amounts of blood for a return of systolic 
blood pressure to a safe level, (4) a patient over 50 
years of age who bleeds massively, (5) a patient whose 
bleeding has ceased but then recurs while still under a 
rigid medical regimen, and (6) a patient with multiple 
recurrent hemorrhages. Each of these patients met one 
of these criteria. 

In this series there were 17 men and 9 women with 
an average age of 46 years. Eleven patients gave a 
history of previous epigastric symptoms. The 26 pa- 
tients are divided into two groups. Group A is com- 
posed of 12 patients in whom the initial operation con- 
sisted of exploratory laparotomy with or without gas- 
trotomy or duodenotomy. Eight of these 12 patients 
had gastrotomy, duodenotomy, or both without the 
site of bleeding being demonstrated. The remaining 4 
patients had exploratory laparotomy without open- 
ing the stomach or duodenum and 3 of this group 
bled again, requiring subsequent gastric resection. 
Seven of these 12 patients bled subsequently and re- 
quired an empiric gastric resection later. 

In group B the 21 patients include these 7 patients 
plus an additional 14 patients who had an empiric 
gastric resection as a primary procedure. Most of 
these 21 patients had the stomach and duodenum 
opened without conclusive findings before gastric re- 
section was done. The extent of resection varied from 
30 per cent upward to as much as 100 per cent in 1 
instance. The amount of stomach removed in most 
cases was about 75 per cent. In group A 3 patients had 
more than a laparotomy and gastrotomy. One patient 
had a pyloroplasty as the initial procedure, while an- 
other patient had a gastroenterostomy alone. Both of 
these patients subsequently required gastric resection 
for bleeding. The third patient had a vagotomy and 
pyloroplasty and has had no further bleeding in 26 
months. One patient had an exploratory laparotomy 
only as the initial procedure and several days later 
required an esophagogastrectomy to control hemor- 
rhage from a small ulcer in the lower esophagus. Four 
patients in group B required a second and more ex- 
tensive gastric resection because of continued bleeding. 

The pathologic examination of the excised stomach 
and duodenum produced no significant findings in 6 


cases. Of the remaining 15 specimens, a superficial 
erosion of the gastric mucosa accounted for 7, while 
gastritis was present in 4 specimens and an acute 
ulcer was found in 4. Medial sclerosis of a gastric 
artery with thrombosis may contribute to diffuse 
bleeding from the gastric mucosa. This finding is rare 
in a gastric vessel and is not the usual response to 
acute or chronic ulceration. Hemorrhagic gastritis as a 
cause of gastric hemorrhage has been observed in 4 
patients. 

The authors believe that the management of the pa- 
tient with massive upper gastrointestinal hemorrhage 
should combine the talents of the internist and of the 
surgeon. Evaluation of the patient surgically should 
be made early in the course of hospitalization. In- 
judicious prolongation of nonoperative management 
over a period of days with constant or recurrent blood 
loss serves only to lower the patient’s ability to with- 
stand the inevitable operation. 

The importance of establishing the site of bleeding 
as the upper gastrointestinal tract must be stressed. 
This can be confirmed by hematemesis, gastric in- 
tubation, or direct inspection of the stomach, duo- 
denum, or esophagus during laparotomy or during 
endoscopic examination. Early roentgenologic exami- 
nation with barium may be of value, but in this group 
of patients it was not impressive. Acute, small, and 
superficial erosions are seldom visualized by roent- 
genologic examination. Esophagoscopy may be of 
great value in deciding on the surgical approach, ab- 
dominal or thoracic, in these acutely ill patients. This 
examination is much safer if done immediately follow- 
ing induction of anesthesia and tracheal intubation. 
If esophageal bleeding is aggravated by esophagos- 
copy the chest may be opened promptly. If the 
esophagus appears free of disease attention may be 
focused on the abdomen. Gastroscopy may be of help 
if the stomach is not filled with blood. 

Upon opening the abdomen a most careful exami- 
nation of the stomach, duodenum, and jejunum 
should be made. A liberal gastrotomy and duodenot- 
omy should not be omitted prior to an empiric resec- 
tion. Some surgeons object to a gastrotomy because of 
possible intraperitoneal infection but the authors be- 
lieve that it is important to visualize the esophago- 
gastric junction and, while gastrotomy is “‘messy” and 
may be unrewarding, careful isolation with wet packs 
should prevent excessive contamination. 

After all efforts to locate the bleeding site have 
failed, empiric gastric resection of 75 per cent seems to 
offer the patient the best assurance against further 
bleeding. —Robert Turell, M.D. 


Gastric Ulcer and the ABO Blood-Groups. R. H. 
Tg and Denys Jennincs. Lancet, Lond., 1957, 1: 


IT HAS BEEN STATED by other workers that patients 
with carcinoma of the stomach are more likely to be- 
long to blood group A, and those with duodenal ulcer 
to blood group O, than are the controls. Patients with 
gastric ulcer were thought to lie somewhere between 
these two statistical evaluations. 

In the patients studied by the authors, there were 
findings contrary to what had been previously sug- 
gested in that there was an excess of group O patients 
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among those with carcinoma of the body of the stom- 
ach, and an excess of group A patients among those 
with carcinoma of the antrum. Since these results 
were of some borderline statistical significance, they 
were not reported until a similar study was performed 
on patients with benign ulcers of the stomach. 

In 192 patients with gastric ulcer and 119 patients 
with carcinoma of the stomach it was definitely shown 
that blood group A predominated when the lesion was 
in the region of the pyloric antrum, and that blood 
group O predominated when the lesion was in the 
body of the stomach itself. The previously reported 
correlation may have been due to the fact that many 
gastric carcinomas are in the antrum and would there- 
fore be associated with the group A. However, when 
an early lesion was found in the body or fundus there 
was a greater tendency for the group O blood to pre- 
dominate. 

The significance of these findings is not great; how- 
ever, in a particular patient in whom the differential 
diagnosis between a benign and a malignant ulcer has 
to be determined, the blood group might be of some 
significance im establishing the diagnosis. 

—Harold M. Unger, M.D. 


Large, Indurated, ree Gastric Ulcers in Patients 
over the Age of 60. Seymour Giacov and Irwin 
Biutu. 7. Am. Geriat. Soc., 1957, 5: 439. 


THE MANAGEMENT Of gastric ulcer in older patients is a 
problem of its own and differs somewhat from that in 
patients in the younger age limits. It has been tradi- 
tional to consider these ulcers to be malignant be- 
cause of the patient’s age, the often brief history, and 
the frequent large size of the ulcers. 

It is pointed out that this is not invariably the situa- 
tion and 4 cases are described in detail to prove this. 
One thinks of the short history to be more character- 
istic of the malignant ulcer; however, in the older age 
groups a benign ulcer may have a very short history 
and may frequently be of extremely large size, a fac- 
tor often correlated with malignant conditions. This, 
plus the fact that large benign ulcers may not heal 
well under medical management, often lead to a diag- 
nosis of carcinoma and, therefore, to surgery. In the 
4 cases presented these signs and symptoms which 
seemed to point toward malignant conditions were 
wrongly interpreted, and probably in many of the 
older patients a benign ulcer can be found under these 
very same circumstances. 

None of these factors contradicts the fact that sur- 
gery is indicated in gastric ulcer even though the 
patient may be more than 60 years of age. The com- 
plications of a benign gastric ulcer may be great, but 
the morbidity from surgical excision is being lowered 
every day. In view of this, surgical excision for a non- 
healing gastric ulcer is indicated, even though the 
index of suspicion in the older age group may not be 
as much in favor of cancer as has been previously em- 

i —Harold M. Unger, M.D. 


Multiple Endocrine Tumors and Peptic Ulcer. 
Epwin R. FisHer and Ricuarp H. FLANpDREAU. 
Gastroenterology, 1957, 32: 1075. 


Peptic ULCERATION either in the usual location or 
more frequently in unusual sites, such as the jejunum, 
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esophagus, or distal portions of the duodenum, has 
been reported in association with islet cell tumors. It 
has been presumed that these tumors are of the malig- 
nant variety and are functional in that they are pro- 
ductive of glucagon (hyperglycemic-glycogenolytic 
factor). 

In one-fifth of the cases reported by a previous 
worker (Ellison) there have been associated neoplasms 
or hyperplasia of other endocrine organs. A case with 
multiple endocrine neoplasms associated with ulcera- 
tion of the upper gastrointestinal tract was reported 
because it led the authors to believe that there may be 
a higher incidence of multiple glandular involvement 
in association with these unusual ulcers rather than 
the specific association with islet cell tumors of the 
pancreas. 

The patient in point was operated on after initial 
therapy with ACTH because of an initial diagnosis of 
enteritis. Subsequent symptoms of intestinal obstruc- 
tion required surgery and at operation, in addition to 
ulceration, a malignant islet cell tumor was found. 
The postoperative course was complicated by a hypo- 
glycemic state difficult to control and the patient died 
on the thirty-seventh postoperative day, probably in a 
hypoglycemic state. 

Extremely thorough autopsy study revealed, in ad- 
dition to the malignant islet cell tumor, nodular hy- 
perplasia of the parathyroids of oxyphil, transitional, 
and chief cell type; nodular hyperplasia of the adrenal 
cortices; atrophy of the testes; mild nephrocalcinosis; 
degeneration of the cerebral cortex; and amphophilic 
and basophilic hyperplasia of the pituitary gland. 

The initial manifestations of this syndrome were 
those of hyperparathyroidism, while the subsequent 
course presented difficulties due to the ulceration of 
the gastrointestinal tract. This, in turn, may have 
been related to the islet cell tumor. The associated 
findings in the pituitary gland lead to interesting 
speculation. It is possible that the changes suggesting 
atrophy of the testes may have resulted from the am- 
phophilic and basophilic hyperplasia of the pituitary 
gland. Excessive secretions from such cells, especially 
the former, may have produced alterations in the 
other endocrine organs. The hypersecretion of the lat- 
ter may have resulted in the ulcers. 

This is a most interesting hypothesis and evaluation 
of the situation, and further reports of this nature may 
help to bear out the theory. 

—RHarold M. Unger, M.D. 


Cancer of the Stomach; Follow-Up Study of 1,708 
Patients. SamueL F. and NaTHANIEL E. 
Apamson, South. M. 7., 1957, 50: 776. 


THE ONLY EFFECTIVE means of treating cancer of the 
stomach is surgical extirpation. Owing to the poor 
results following partial resection, surgeons have, in 
general, increased the scope of the operation, utiliz- 
ing total gastrectomy in an attempt to increase the 
survival rate. 

The authors studied the end results in a series of 
1,708 patients admitted to the Lahey Clinic between 
1932 and 1954 with a diagnosis of gastric cancer. In 
1,666 patients the diagnosis was confirmed by ex- 
ploration and pathologic study, and definitive surgery 
was performed in a large percentage of the cases. In 
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the remaining unoperated group of patients the evi- 
dence of advanced gastric cancer was considered in- 
controvertible. Adequate follow-up study was possi- 
ble in 99.6 per cent of the patients. 

The authors emphasize the importance of early 
operation now that the mortality associated with 
gastric resection is low (3.2 per cent). All gastric 
polyps should be removed as well as any gastric ulcer 
which does not heal promptly. Ulcers which arise in 
the antrum, high in the cardia, or greater curvature 
should be treated surgically because of the high inci- 
dence of malignancy in these areas. Patients with 
multiple ulcers should be operated upon immediately 
because one or more of the ulcers may be malignant. 
Also, multiple ulcerations may indicate a lymphoma 
of the stomach. A small size is no assurance that the 
ulcer is benign. Patients with atrophic gastritis should 
have a gastroscopic examination and laparotomy is 
indicated if doubt still exists. 

The authors believe that total gastrectomy and 
node dissection should be reserved for those patients in 
whom such a procedure is necessary to remove all 
gross evidence of the neoplastic process. The ultimate 
curative results will not be improved by merely in- 
creasing the amount of gastric wall removed, and 
often serious, disabling results follow total gastric re- 
section. The use of high partial resection with re- 
moval of the spleen and all the lymph node bearing 
areas is advocated, leaving a gastric remnant which 
appreciably reduces the degree of postoperative com- 
plications. Total gastrectomy then should be re- 
served for those instances when all gross evidence of 
the tumor can be removed only by this means. Dur- 
ing the 5 year period of 1950 to 1954, 57 total gas- 
trectomies were performed with a mortality rate 
of 7 per cent. In a previous report from this clinic 
the 5 year survival rate after total gastrectomy was 
only 14.1 per cent, and many of the survivors re- 
quired constant medical attention. Postoperative 
anemia is a problem which may follow total gastrec- 
tomy, often beginning 1 to 4 years after the operation. 

The operative mortality in subtotal resection, over 
the period studied (23 years), was reduced from 33 to 
3.2 per cent, and in total gastrectomy from 33 to 7 
per cent. The operative mortality for transthoracic 
esophagogastrectomy is essentially twice as high as 
for the transabdominal route. 

Exploratory operation was carried out in 97.5 
per cent of the patients. Generalized metastasis, a 
fixed mass, a n ar liver, or evidence of abdominal 
or rectal implants were considered contraindications 
to exploration. Many large tumors were found to be 
resectable, often with increased survival. 

Palliative operations such as gastroenterostomy or 
gastrostomy were performed in 170 patients and pal- 
liative resections were utilized 203 times. Palliative 
total gastrectomy is never indicated. The palliative 
partial resection is being used more frequently because 
ulcerating lesions can be removed, gastric function 
improved, and the patient made more comfortable, 
although he may live no longer. Curative resec- 
tion was performed in 653 patients (39.2 per cent). 
The mortality for all types of operations including 
explorations, palliative resections, and curative resec- 
tions dropped from 27.1 to 5.7 per cent over the peri- 


od studied. Most patients with gastric cancer war- 
rant explorations before final decision is made with 
regard to resectability. 

The 5 year survival rate in cases of resection has 
steadily increased from 15.4 per cent in 1932 to 1934, 
to 39.5 per cent in 1951 to 1952. The 5 year survival 
for 558 patients who had curative resections over 5 
years previously was 27.5 per cent, and the 10 year 
survival for 61 patients was 16.6 per cent after some 
form of curative resection. 

The over-all 5 year survival rate for the 23 year 
period was 8.9 per cent. Only 3.7 per cent survived 10 
years. The percentage of curative resections per- 
formed has remained remarkably constant, ranging 
from 37.7 to 44 per cent, indicating that many pa- 
tients are being seen too late for a curative resection. 

—M. C. Anderson, M.D. 


The ABO Blood Group and Carcinoma of the 
Stomach. Martti TuRUNEN and Mikko Pasixa. Ann. 
med. exp. fenn., 1957, 35: 100. 


THERE HAS BEEN an awakening of interest in recent 
years in the study of genetic factors in disease, particu- 
larly in investigations bearing on the genesis of malig- 
nant growths. Blood group determinations have been 
regarded as a natural genetic consideration, yet it has 
not proved possible to demonstrate to any consider- 
able extent the relationship between certain blood 

ups and various diseases. Struthers observed that 
the A blood group was more frequent among children 
who died of bronchopneumonia than among the gen- 
eral population. McConnell e¢ al. found that a signifi- 
cant majority of patients with diabetes mellitus had A 
group blood. In 1953 Aird eé¢ al. found that the A 
blood group was found more frequently in patients 
affected with gastric carcinoma. Koster e¢ al. reached 
similar conclusions in 1955. Jennings ¢¢ al. have made 
comparisons in a small series between the blood group 
distribution of growths situated in different parts of 
the stomach, and between the two sexes. Aird é¢ al. 
found that the O group was more general among pa- 
tients with gastric ulcer. It has also been statistically 
shown that in patients affected with pernicious 
anemia the occurrence of the A group was increased 
approximately to the same extent as in gastric car- 
cinoma. 

A study was made of 990 patients with carcinoma 
of the stomach, observed at the former First and 
present Second Surgical Clinic, at the surgical De- 
partment of the Maria Hospital in Helsinki, and at 
the Southern Saimaa District Hospital of Lappeen- 
ranta, Finland. There were 613 men and 377 women 
in this series. All diagnoses had been confirmed by 
biopsy at operation. Localization of the carcinoma in 
the stomach was possible with the aid of roentgenolog- 
ic and surgical measures in all but 85 cases. A group 
of 440 cases of carcinoma of the lung from the First 
Surgical Clinic of the University of Helsinki was used 
as the control series. Blood groups were determined 
for all of these patients, and the results were treated 
mathematically by using the x? test to determine 
whether the distributions were mutually similar or dis- 
similar. 

Among the 363 men with carcinoma of the py- 
lorus, the A group was 6.6 per cent more frequent 
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than in the general population in Finland, and, re- 
ciprocally, the O blood group was 7.1 per cent less 
frequent. In the 236 women with carcinoma of the 
pylorus, the blood group A was 3.0 per cent more fre- 
quent than in the normal distribution. In pyloric can- 
cer the distribution of the blood groups in men and 
women together differed with a certainty of 95 per 
cent from the normal distribution of the blood groups 
in Finland. 

In carcinoma of the corpus of the stomach a rise of 
1.3 per cent was observed in the A group and a rise of 
0.5 per cent in the O group. In the remaining blood 
groups the increase and fall had an average extent of 
1 per cent. These differences are not statistically sig- 
nificant. 

The same mathematical method was used to study 
Aird’s and Hollander’s series and in both the blood 
group distribution in pyloric carcinoma was different 
from the normal distribution of the blood groups with 
a certainty of 99.9 per cent. In histologically proved 
cases of pulmonary carcinoma (440), which were used 
as controls in this study, the blood group distribution 
did not differ from that of the general population in 
Finland. 

According to the literature and in this series as well, 
patients with carcinoma of the pylorus seemed to be- 
long to the A blood group to a larger extent than 
might be expected on the basis of normal blood group 
distribution of the population. It is interesting to note 
that in both antral carcinoma of the stomach and in 
pernicious anemia the ratio of the A blood group is 
increased. It would then be natural to suspect that 
some common biological factor might be the cause, 
especially in view of the fact that patients with perni- 
cious anemia are more liable to develop carcinoma of 
the stomach than is the average person. 

The authors assume the existence of some genetic 
correlation between the blood groups and the ana- 
tomy and physiology of the antrum of the stomach. 

—David E. Hallstrand, M.D. 


Twenty-Five Years’ Experience with the Billroth I 
Gastric Resection. Guy W. Horstey and WALTER C. 
Barnes. Ann, Surg., 1957, 145: 758. 


Tue Hors.ey MopIFICATION of the Billroth i gastric 
resection was applied to 110 cases of duodenal ulcer, 
97 cases of gastric ulcer, and 63 cases of carcinoma of 
the stomach. The authors are of the opinion that the 
operation presents a widely applicable procedure for 
the surgical treatment of gastrointestinal disease and 
offers a more physiologic approach than other types 
of partial gastrectomies. 

' This modification of the original Billroth I opera- 


- tion consists essentially of inserting a duodenostomy 


tube and a gastrostomy tube through the anterior 
wall of the remaining stomach and bringing the tubes 
out through a stab wound in the abdominal wall. 
These tubes have proved to be beneficial in several 


ways. They do away with the need for nasal gastric . 


suction and the accompanying discomfort to the 
patient. If the stomach is not emptied, nourishing 
solutions can be given through the transgastric duo- 
denostomy tube. 

Of the 110 patients operated upon for duodenal 
ulcer 102 were traced from 2 to 28 years. There were 
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70 (69 per cent) who had excellent results, 14 (14 per 
cent) who had good results, and only 6 (6 per cent) 
were not benefited. Of these 6 patients, 3 had recur- 
rent ulcers, 2 had additional bleeding, and 1 had a 
marginal ulcer. Most of the deaths occurred prior to 
1946. Since then there has been only 1 death, and 
that resulted from a coronary thrombosis on the sixth 
postoperative day. Including the postoperative deaths 
as poor results, 82 per cent were considered to have 
had good or excellent results. 

Of the 97 patients with gastric ulcers operated upon 
all but 8 were followed up. Of the remaining 89, 71 
(80 per cent) reported excellent results, 8 (9 per cent) 
good results, and 4 (4.5 per cent) were not benefited. 
Six deaths occurred in this series, 4 of which were prior 
to 1939. 

Of the 63 patients with gastric malignancy (in- 
cluding 1 carcinoid) all but 1 were traced. Twenty- 
nine per cent had a 3 year survival, 18 per cent 5 year 
survival, and 8 per cent 10 year survival. Fifteen and 
20 year survivals were 4.8 per cent and 1.6 per cent, 
respectively. —Harold Laufman, M.D. 


Studies on Post ectomy Steatorrhea Using Radio- 
active Triolein and Oleic Acid. W. W. SHINGLETON, 
J. K. Istey, R. D. Ftoyp, A. P. SANDERs, and Others. 
Surgery, 1957, 42: 12. 


IN A PREVIOUSLY reported study, it was shown by 
using I"! tagged triolein that approximately one-half 
of the patients who had a Billroth II type of subtotal 
gastrectomy had impaired fat absorption. In the 50 
patients studied, 23 had significantly low blood radio- 
activity while 26 had abnormally high fecal radio- 
activity. Two-thirds of the patients were below their 
ideal weight and 19 of the 33 had excess fat in the 
stool. 

The present study was concerned with the following 
studies in postgastrectomy patients: (1) the use of 
both a neutral fat and a fatty acid to differentiate be- 
tween defective digestion and absorption mechanisms 
in patients with steatorrhea, (2) the effect of the site 
of the anastomosis on fat absorption, (3) the evalua- 
tion of caloric intake and fat absorption in relation to 
weight loss after operation, and (4) the effect of the 
addition of bile and pancreatic preparations to the 
test meal. 

In the studies using triolein and oleic acid, all of 
the patients who had been found to have excess fat in 
the stool after gastrectomy had had lowered blood and 
elevated fecal values after the triolein test. Ten of 
the 14 had normal values after the oleic acid test and 
3 of the remaining had values only slightly below 
normal. Nine of 13 patients had normal fecal values 
after the oleic acid test and 3 were slightly above 
normal. 

The patients were studied with respect to the type 
of anastomosis performed following gastric resection. 
Nine patients with Billroth I and 50 patients with 
Billroth II reconstructions were studied. The blood 
and fecal values for the Billroth I group were found 
to be normal or only slightly abnormal in contrast to 
the more pronounced abnormal values found in the 
group of Billroth II type partial gastrectomy. 

Forty-two patients with a Billroth II type of anas- 
tomosis were studied with regard to their caloric 
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intake. There was no statistical difference in the cal- 
oric intake in those patients above and below ideal 
weight. Twenty-six patients were studied with re- 
spect to their fecal fat excretion. One-half of these 
were below ideal weight. Eighteen of the 26 patients 
had abnormally excessive fecal fat excretion and 11 of 
the abnormal findings were found in the patients who 
were below the ideal weight. In only 1 of these pa- 
tients was there an average daily caloric intake of less 
than 2,000 calories. 

From the patients with an abnormal triolein test, a 
group was selected for the study of bile salts and a 
pancreatic preparation (viokase). The group of pa- 
tients who received either the bile salts or the pan- 
creatic preparation showed no significant change in 
their blood levels or fecal fat. In the small group of 
patients who received both the bile salts and the pan- 
creatic preparation, 4 of 5 showed a marked increase 
in the blood level over that found with the triolein 
meal alone. 

There are many factors that contribute to weight 
loss in the postgastrectomy patient. Among these fac- 
tors are: (1) a deficient caloric intake due to an in- 
adequate gastric reservoir or a limitation of intake due 
to digestive symptoms; (2) an impairment of absorp- 
tion due to a rapid intestinal motility or an inade- 
quate mixing of food with bile; and (3) an impairment 
of digestion due to rapid gastric emptying or bypass of 
the duodenum. 

The authors conclude that, in the postgastrectomy 
patients with steatorrhea, the primary difficulty is 
more likely a deficiency of digestion rather than an 
error in the absorption of fat. In a very small number 
of cases the combination of viokase and bile salts 
raised the blood radio-tagged fat when given with 
the triolein test meal. —John 7. Bergan, M.D. 


Gastrectomy and Chronic Alcoholism (Magenresek- 
tion und Trunksucht). L. Navratit and R. WENGER. 
Miinch. med. Wschr., 1957, 99: 546. 


THE AuTHoRs found that 20.6 per cent of 500 un- 
selected male patients suffering from chronic alcohol- 
ism had undergone gastrectomy, whereupon they 
discussed various factors which may be responsible for 
the high incidence of gastrectomized patients among 
chronic alcoholics. Nearly all of the patients in this 
study stated that they were intolerant to alcohol since 
their gastric resection. 

The risk of the development of chronic alcoholism 
must be taken into consideration if an indication for 
gastrectomy is discussed. —Marc Verstraete, M.D. 


An Analysis of Mortality Following Gastric Surgery. 
F. MarsHatu and Harry W. JR. 
Surg. Clin. N. America, 1957, 37: 637. 


Tuis sTupy is a review of 254 patients who died fol- 
lowing gastric rformed over a 23 year 
period from 1932 to 1954. The commonest cause of 
death was sepsis from peritonitis. Pneumonia, pul- 
monary embolus, and cardiac conditions followed as 
causes of death in frequency in the order listed. Sepsis 
(including generalized sepsis, subdiaphragmatic ab- 
scess, and lung abscess) accounted for 30 per cent of 
the deaths in the period from 1932 to 1936, rose to 40 
per cent in 1937 to 1941, but fell precipitously to 16 


per cent in 1952 to 1954. The authors attribute this 
drop to the use of antibiotics and the introduction of 
more effective surgical adjuncts such as blood, im- 
proved nutrition, and advances in anesthesia. Pneu- 
monia as a cause accounting for 15 per cent of the total 
deaths has also dropped precipitously since 1932. 
Careful attention to prevent the accumulation of 
secretion and atelectasis during and following opera- 
tion has been of utmost importance in preventing 
bronchopneumonia. 

Cardiac disease was responsible for death in 10 per 
cent of the total number (25 deaths). There were 3 
instances of cardiac arrest. Nine patients died of coro- 
nary thrombosis. One half of those patients dying of 
cardiac causes had previous cardiac disease, including 
failure, previous coronary thrombosis, angina, or a 
diagnosis of arteriosclerotic or hypertensive heart 
disease. Shock accounted for death in 9 per cent of 
the total series. It was the stated cause of death twice 
as frequently when an autopsy was not performed. A 
more specific cause of death would probably have 
been found if an autopsy had been performed in all 
cases. 

Pulmonary embolus accounted for 8 per cent of the 
deaths and more commonly was not preceded by 
clinically recognized thrombophlebitis or phlebo- 
thrombosis. Pancreatitis has been seen more com- 
monly in recent years, from 1946 to 1954. The authors 
believe an operation for duodenal ulcer should in- 
clude removal of the ulcer since failure to do so invites 
bleeding and perforation. Pre-existing deficiencies, 
such as anemia and malnutrition, undoubtedly are 
factors in increasing mortality by reducing the re- 
sistance of the patient to infection and to the trauma 
associated with the extensive procedures necessary 
for malignant disease of the stomach. 

—Lloyd D. MacLean, M.D. 


Management of Intussusception in Infants and 
Children. Jutes F. LaANGLeT and Donatp P. 
Arch. Surg., 1957, 75: 35. 


INTUSSUSCEPTION constitutes one of the most common 
abdominal emergencies and is seen most frequently in 
the first 2 years of life. The results in the management 
of 19 children admitted to the Geisinger Memorial 
Hospital and The Foss Clinic over a 10 year period are 
reported. In only 3 of the cases was there a specific 
etiologic factor, a Meckel’s diverticulum in 2 cases, 
and an ileal polyp in the third case. A barium enema 
pas given to 16 of the patients with a successful result 
in 6. 


For comparison, Ravitch, in 1954, reported success- 
ful reduction in 77 per cent of his cases and various 
workers in Denmark reported successful reduction in 
approximately 50 per cent of their cases. This type of 
therapy is perhaps more common in Denmark than in 
the United States. 

There were no deaths in the group, and 4 of the pa- 
tients required resection and immediate end-to-end 
anastomosis. This was the most significant feature of 
the series as in the past it was always taught that if the 
intestine was gangrenous a less extensive procedure 
should be done, the gangrenous portion should be ex- 
teriorized or a preliminary double-barreled colostomy 
with either exteriorization or immediate resection of 


th 
re 
m 
al 
w 
th 
te 
th 
di 
al 
e 


= 


1 


ti 
fi 
te 
fe 
0 


_| | 


the gangrenous bowel should be done. The successful 
result of immediate resection with end-to-end anasto- 
mosis can be attributed to the advances in antibiotic 
and electrolyte management, which opinion agrees 
with that of most other observers. 

These authors, as well as other workers, believe that 
the administration of a barium enema should be at- 
tempted, but if it is unsuccessful, surgical reduction of 
the intussusception must be done either by manual re- 
duction or by immediate resection and end-to-end 
anastomosis. An occasional case may require a less 
extensive procedure than resection. 

—RHarold M. Unger, M.D. 


Further Studies on Intussusception in Infancy and 
Childhood; a Review of 630 Cases. SHEH Ya- 
Hsrunc, Ma An-Cw’tiaAN, YANG and 
Sun Curen-Mwn. Chin. M. 7., 1957, 75: 409. 


In 1955 THE AUTHORS reported 164 cases of intus- 
susception in infancy and childhood reduced with the 
barium enema. This article includes the original 164 
cases and is a report on the management and treat- 
ment of 630 cases of intussusception admitted to the 
three teaching hospitals of the Shanghai Second Med- 
ical College in the period from 1951 to 1956. 

Intussusception occurs mostly in children under 2 
years of age and 553 of these cases occurred before 
that age was reached. It is noted, however, that in the 
Shantung and Szechuan areas of China the incidence 
of intussusception is far greater in adults than it is in 
infants. The symptoms of the majority of these cases 
were typical, i.e., abdominal pain, vomiting, bloody 
stool, and a palpable mass, or Dance’s sign. It was 
noted that the symptoms and signs in the older chil- 
dren were frequently atypical, the frequency of bloody 
stools and vomiting being decreased while abdominal 
pain and a palpable abdominal mass were found more 
frequently. 

There were 180 patients operated upon initially, 
268 operated upon following the attempted reduction 
with a barium enema, and 182 in which reduction 
was accomplished with the barium enema alone. 

Of the 268 patients operated upon following a bar- 
ium enema, 61 were found to have full reduction at 
the time of operation. In 19, gangrene of the bowel 
was present and necessitated resection and anastomo- 
sis, or exteriorization. 

Operative treatment was carried out through a 
right rectus muscle-splitting incision in the majority 
of instances, but in 83 cases in which the intussus- 
ception had been partially reduced with a barium 
enema and the mass was palpable in the right lower 
_— a McBurney incision was used success- 

The question of appendectomy at the time of re- 
duction of the intussusception is discussed and the 
authors are against routine appendectomy, although 
it is noted that this procedure was done in the earlier 
cases of this series. 

The question of fixation of the bowel after reduc- 
tion of the intussusception is also discussed. In 8 cases 
fixation was attempted by suturing the terminal ileum 
to the ascending colon. There was one case of per- 
foration and peritonitis due to fixation, and one case 
of recurrence of intussusception in spite of fixation. 
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Gangrenous bowel was present at the operation in 
19 cases, and pri resection and anastomosis was 
done in 17 of these cases with 4 deaths (23 per cent). 
Exteriorization was done in the 2 other patients and 
both of them died. There was always a large electro- 
lyte loss following exteriorization and the mortality 
was reported to be higher than 90 per cent. 

Of the 630 patients treated, 28 died, a mortality 
rate of 4.4 per cent. All deaths occurred following the 
operation. 

The authors subdivided their barium enema pro- 
cedures into low pressure and high pressure enemas. 
In the low pressure enemas, the container was placed 
from 60 to 90 cm. above the body level and no ab- 
dominal manipulation was done. The high pressure 
enemas were used in patients with symptoms of less 
than 48 hours and were carried out in the presence of 
both the radiologist and the surgeon. A Foley catheter 
was used to prevent escape of the barium, the enema 
can was raised as high as 130 cm., and the enema was 
maintained as long as 20 minutes. If reduction was 
not successful, the procedure was repeated in 30 min- 
utes. Complete reduction was reported in 77.5 per 
cent of the cases. 

The criteria of successful reduction consist of: (1) 
the cecum and terminal ileum fill under fluoroscopic 
control, (2) yellow feces are found in the enema re- 
turn, (3) the infant ceases crying and falls asleep, (4) 
the abdominal mass disappears, (5) black stool ap- 
pears a few hours after the infant is given 0.5 gm. of 
charcoal 


The advantages and disadvantages of reduction of 
intussusception with a barium enema are also dis- 
cussed. Among 260 cases of low pressure barium 
enema reduction, success was obtained in 36.7 per 
cent, and among 190 cases of high pressure barium 
enema reduction, success was obtained in 77.5 per 
cent. The authors believe that the main disadvantage 
of this method of reduction is the higher rate of re- 
currence, but on the basis of their experience they 
consider barium enema reduction the best method of 
treatment. —David E. Hallstrand, M.D. 


Duodenal Ulcer; Treatment by Vagotomy and Re- 
moval of the Gastric Antrum. LEoNARD W. Ep- 
warps, J. Lynwoop HERRINGTON, JR., SAMUEL E. 
STEPHENSON, JR., Rosert I. Cartson, and Others. 
Ann. Surg., 1957, 145: 738. 


A 10 YEAR EXPERIENCE with vagotomy and antral 
resection in the treatment of duodenal ulcer is report- 
ed. A total of 324 patients was divided into three 
groups: 188 private patients operated on by members 
of the Edwards-Eve Clinic, Nashville; 76 patients 
operated upon by both the staff and resident sur- 
geons of the Vanderbilt University Hospital; and a 
group of 60 patients treated on the Surgical Service 
of the Thayer Veterans Administration Hospital. 
Only patients who had less than 60 per cent of the 
distal stomach removed as well as a vagotomy were 
included in the series. 

About 90 per cent of all the patients were followed 
up for from 1 to 9 years. The hospital deaths from 
various causes numbered 13. Among the 311 patients 
who survived the operation, 10 subsequently died of 
unrelated causes during the follow-up period. At the 
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time of death each of the 10 had obtained a satisfac- 
tory result from the gastric operation. Seven addi- 
tional patients were later lost to follow-up, leaving 
complete results available on 294 patients. 

An excellent result was recorded only for those 
patients who were entirely free of the symptoms refer- 
able to the gastrointestinal tract. A good result in- 
cluded those patients who did well except for mild 
dumping symptoms or transient abdominal fullness 
on occasion. A fair result was recorded if the patient 
experienced intermittent to persistent abdominal 
discomfort or moderate to severe dumping symptoms. 
The results were listed as poor if the persistent ab- 
dominal symptoms were of such a degree that the 
patient was not able to work full time and if there was 
no improvement over the preoperative status of the 
patient. 

Excellent results were recorded in 68.2 per cent of 
the patients in group 1, 67.6 per cent of group 2, and 
27.7 per cent of group 3. Good results were recorded 
in 25.4 per cent, 29.4 per cent, and 35.9 per cent, re- 
spectively, for the three groups. Fair results occurred 
in 2.9 per cent of the patients in group 1, 3 per cent 
in group 2, and 22.6 per cent in group 3. Poor results 
were found to occur in 3.5 per cent of the patients in 
group 1, none in group 2, and 3.8 per cent in group 3. 
The overall results, therefore, were 62.6 per cent 
excellent, 28.2 per cent good, 6.5 per cent fair, and 
2.7 per cent poor. 

At the present time, the authors believe that the 
operation of vagotomy and antrectomy is a very 
satisfactory procedure for the surgical treatment of 
duodenal ulcer. Results thus far are superior in the 
authors’ hands to those obtained with an “adequate” 
subtotal resection, and no instance of marginal or 
recurrent ulcer has developed. 

—RHarold Laufman, M.D. 


WHEREAS SIMPLE CLOsuRE is the generally accepted 
method of treatment of acute perforated duodenal 
ulcer, it cannot be considered a definitive form of 
treatment. Long term follow-up studies of patients 
with acute duodenal perforation treated by simple 
closure have shown that from 60 to 84 per cent con- 
tinue to have difficulty, and 38 to 50 per cent require 
further surgical treatment for subsequent ulcer di- 
sease. The operative mortality of this procedure is 
variably reported from 1.5 to 24 per cent, with an 
average of about 10 per cent. 

However, primary gastric resection can be per- 
formed in selected cases with a minimal mortality, 
thereby treating the acute problem of perforation and 
the underlying ulcer diathesis. 

The authors believe that a less formidable proce- 
dure—vagotomy and pyloroplasty—can be similarly 
applied to the treatment of the perforated duodenal 
ulcer. A series of 36 selected patients were so treated 
with no mortality, and these patients had an average 
postoperative course of 10 days; but the authors 
strongly caution that a one-layer closure of the pyloro- 
plasty is to be preferred to the two-layer type with its 


potential danger of duodenal obstruction. Two theor- 
etical objections to vagotomy and pyloroplasty in the 
presence of acute duodenal perforation, posterior 
mediastinitis and duodenal leakage, did not occur in 
this series of cases. —Earl W. Cauldwell, M.D. 


Duodenal Ulcer Treated by Gastroenterostomy with 
Vagotomy. F. Denis Hinpmarsu. Lancet, Lond., 1957, 
1: 1113. 


In 8 years, at the Royal Victoria Infirmary, the au- 
thor has treated 197 patients by vagotomy and poste- 
rior gastrojejunostomy according to principles previ- 
ously described by the author. 

To Dragstedt and his colleagues belongs the main 
credit for introducing vagotomy as a means of reduc- 
ing excessive peptic secretion. He also emphasized the 
importance of avoiding the secondary effects of this 
operation. The views expressed are in accordance with 
the author’s clinical experience of combining vagot- 
omy with gastroenterostomy. 

The patients selected for this operation have been 
those (of whatever age) in whom chronic ulcer or 
scarring was demonstrated radiologically and con- 
firmed by laparotomy. The length of the history was 
not considered important, because sometimes a 
chronic ulcer may be found after a very short period 
of symptoms. Many of the cases, however, presented 
with symptoms which had been present many years— 
occasionally 25 or 30. Acute hemorrhage, in which 
partial gastrectomy may save life, was not treated by 
vagotomy. 

Of the 197 patients operated on, 1 died after the 
operation, 2 subsequently from cerebral hemorrhage, 
and 1 was not traced, leaving 193 for review, all of 
whom have been reviewed in the last 6 months. 

The series of cases was presented because the au- 
thor thought that the results, to date, of the stand- 
ardized procedure of vagotomy combined with large 
stoma, drainage, and posterior gastrojejunostomy are 
encouraging. This operation satisfies the requirements 
laid down by Dragstedt. 

The addition of vagotomy to gastrojejunostomy 
does little to increase the risk of the operation and 
deals permanently with the disordered physiology 
thought to be so important in these cases. In 1 in- 
stance in this series, in which a highly located gastric 
ulcer was associated with a duodenal ulcer, the treat- 
ment was vagotomy and gastroenterostomy because 
removal of the ulcer would have meant almost total 
gastrectomy. This patient has remained free of symp- 
toms for more than 3 years. 

In summation, the author’s data support the 
opinion of Dragstedt that, provided vagotomy is com- 
plete and drainage adequate, the results will compare 
favorably with any other operation so far devised to 
treat duodenal ulcer. — Robert Turell, M.D. 


Megacolon in Mice. E. H. Derrick and Betty M. Sr. 
en Jj. Path. Bact., Lond., 1957, 73: 
9. 


DurING THE PERIOD from November, 1953 to Febru- 
ary, 1955, 20,000 mice were studied at the Queens- 
land Institute of Medical Research in Brisbane. The 
mice were bred and raised for use in the virology labor- 
atory. An incidence of 3.2 per thousand of megacolon 
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TABLE I.—LENGTH OF FOLLOW-UP AND SURVIVAL RATES WITH SPHINCTER-PRESERVING PROCEDURES 
AND ABDOMINOPERINEAL RESECTION IN THREE SERIES OF PATIENTS WITH CARCINOMA OF MID- 


RECTUM (Best, Rasmussen). 


University Hospital 
Rectosigmoid y No. 1(15, 1)®... Operated on 
Survived 
R igmoid iv No: 2 Operated on 
Survived 
Abdominoperineal 
Resection (11, 2)*............... Operated on 
Survived 
Private Hospital* 
Rectosigmoid No. 131)... . Operated on 
Survived 
Rectosigmoidectomy No. 2(21,2).... Operated on 
Survived 
Early Series *Abdominoperineal 
(30) 


1Patients operated on between October, 1945 and January, 1954. 
2Patients operated on prior to October, 1945. 


Years Since Operati 


2 or more 3 or more 4 or more 5 or more 
No. % No. % No. % No. % 
14 12 8 7 
11 78.5 8 66.6 4 50.0 3 42.8 

4 0 0 0 

1 20 

9 5 a 

4 44.4 3 42.8 2 40.0 1 33.3 
22 20 17 15 
17 77.2 13 65.0 9 52.9 7 46.6 
19 17 16 11 

6 84.2 13 76.4 9 56.2 6 54.5 
26 86.6 23 76.6 19 63.3 17 56.6 


aNumbers in parentheses indicate total operations and operative deaths. 


‘Too few patients for evaluation. 


was discovered in these mice. The age range was from 
16 days to 9 months. There was no relationship to the 
color or sex of the mice, or the season of the year. 

In the advanced lesion the abdomen was distended 
and the colon outline was visible. Signs of malnutri- 
tion were common. The distended colon went as far 
as the rectum, which in most cases was narrow and 
contracted. Studies were made of the ganglion cells in 
the myenteric plexus. In normal mice these were pres- 
ent, but in the affected mice very few or no ganglion 
cells were found in the contracted lower segment. 

The authors postulate that this syndrome in mice 
is similar in nature to Hirschsprung’s disease in human 
beings, but without the apparent sex difference as 
found in the latter. 

While no dietary measures could be incriminated 
as etiologic factors, it was common for symptoms to 
ome when the diet was changed from milk to solid 

The authors present photographs of autopsy speci- 
mens and histologic studies of the myenteric plexuses. 

—Peter Dineen, M.D. 


Results of | erations for Car- 
cinoma of the Midrectum. R. RussELt Best and 
Joun A. Rasmussen. 7. Am. M. Ass., 1957, 164: 739. 


THE PROBLEM of carcinoma of the rectum, occurring 
between 5 and 12.5 cm. from the margin of the ex- 
ternal sphincter, is discussed. 

Seventy-five patients with lesions in this location 
were studied in the interval from October, 1945 to 
1954, and additional data were available on 30 pa- 
tients who underwent abdominoperineal resection 
for carcinoma in this location before October, 1945. 

A comparison was made in this study between two 
operations. Rectosigmoidectomy No. 1 consisted of 
abdominal dissection, resection, anastomosis, and 
cecostomy; rectosigmoidectomy No. 2 consisted of 
abdominal dissection, posterior resection, anastomo- 
sis, and a temporary colostomy of the transverse colon. 

The survival rates were found to be slightly better 


for the second operation than for the first, and the 
second operation, which saves the sphincter, gave 
rates similar to those for the abdominoperineal re- 
section in which the entire area below the lesion, in- 
cluding the sphincter area, had been removed. 

This experience led to the conclusion that 75 per 
cent of the patients with carcinoma between the 5 cm. 
and 12.5 cm. levels can be given the advantages of a 
sphincter-saving operation without significantly de- 
creasing their chances for a 5 year survival. A further 
advantage of rectosigmoidectomy No. 2 is the fact 
that 75 per cent of the patients undergoing such pro- 
cedures retained sexual potency, while it was lost in 
75 per cent of the patients who had undergone ab- 
dominoperineal resection. 

—Ernest D. Bloomenthal, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Ascariasis of the Biliary Ducts (L’ascaridiose des voies 
biliaires). T6n-THAt-Tinc, HoAnc-St, NcuyEN-VAN- 
bing and HoAne Kim Tiny. 7. chir., Par., 1957, 73: 


Ascariasis of the biliary duct, which is very frequent 
in Viet-Nam, presents itself under two forms: (1) the 
acute form with the anatomoclinical symptomatology 
of edematous pancreatitis requiring surgical interven- 
tion, and (2) the chronic form simulating ulcerous 
pyloric stenosis, the diagnosis of which cannot be made 
without serial roentgenograms. 

The acute type with primary obstruction of the 
common duct simulates the picture of acute edematous 
pancreatitis; emergency choledochotomy with removal 
of the Ascaris will cure the patient without complica- 
tion. If obstruction of the common duct is overlooked 
the Ascaris may migrate to the gallbladder and often 
will perforate it or lead to biliary peritonitis with 
angiocholitis or miliary abscesses and septicemia. 
Stool analysis may aid in the diagnosis of ascariasis 
(Quevedo, of Philippine Islands); however, in the 
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author’s opinion this test is useless because all the pa- 
tients in Viet-Nam are carriers of eggs of the Ascaris. 

Clinically one may differentiate two types of acute 
pancreatitis. The first type usually occurs in an adult 
with sudden acute epigastric pain irradiating to the 
lumbar region. The symptomatology simulates that of 
perforated peptic ulcer. The pulse is ample and fast; 
the temperature is 38 degrees C. The exploratory 
laparotomy shows edematous infiltration of the sub- 
hepatic region; there are no symptoms of hemorrhage 
or areas of cystosteatonecrosis; the exploration of the 
biliary duct shows the obstructive lesion to be a cal- 
culus, an ascaris, or tumor; such patients recover after 
the obstruction is removed. The second type is charac- 
terized by deep shock, a tendency toward collapse, 
pale facies, marked prostration, and painful general- 
ized abdominal meteorism. Exploratory laparotomy 
shows hemorrhagic pancreatitis with areas of steatone- 
crosis of the omentum. The exploration of the biliary 
duct is almost always negative except for a slight dis- 
tention of the gallbladder. More than half of the 
patients die. The evolution of nonoperative pancre- 
atitis due to the Ascaris may lead to a fatal issue be- 
cause of overwhelming gastroduodenal hemorrhage. 
In overlooked obstruction of the biliary ducts due to 
the Ascaris the edematous pancreatitis evolves toward 
perforation of the fundus of the gallbladder or toward 
a choleperitoneum and later biliary peritonitis with or 
without perforation; at the stage of choleperitoneum 
the prognosis is relatively good, but when biliary 
peritonitis and angiocholitis or hepatic miliary ab- 
scesses set in the prognosis is grave. 

Concerning the choleperitoneum in biliary perito- 
nitis, the author quotes the experiments of Blad who 
produced choleperitoneum by ligating the common 
duct in the dog and injecting pancreatic juice in the 
gallbladder. The gallbladder becomes spongy and 
transudate of bile takes place. Ligature of the com- 


mon duct below the entrance of the duct of Wirsung - 


results in choleperitoneum in the dog. In a review of 
41 cases in which operation was done for acute 
edematous pancreatitis, choleperitoneum or biliary 
peritonitis was present. Thus, the obstruction of the 
common duct by the Ascaris produced acute edematous 
pancreatitis, choleperitoneum without perforation, or 
biliary peritonitis because of perforation of the gall- 
bladder. However, in certain cases the Ascaris mi- 
grates to the intrahepatic channels and may eliminate 
itself through a deep hepatic abscess, or it may migrate 
to the common duct, or disintegrate in the intra- 
hepatic channels, this being an etiological factor of 
intrahepatic calculus. Acute edematous pancreatitis 
due to obstruction of the common duct by the Ascaris 
rarely evolves into the hemorrhagic form, but if it 
does, infection may be a precipitating factor (1 case). 
If the obstruction of the common duct due to the 
Ascaris is associated with choledocholithiasis, it seems 
to favor the migration of the Ascaris, the evolution of 
which is very slow. Besides the excruciating abdominal 
pain that no other acute condition simulates, there is 
marked abdominal rigidity and the left lumbar costal 
point of tenderness of Maye-Robson is almost never 
absent. This point is the angle of intersection of the 
twelfth rib and the sacral lumbar muscles; it corre- 
sponds to the superior border of the pancreas which 


extends to the left. The pancreas being behind the 
peritoneum, its inflammation has a repercussion on 
the peripancreatic tissue which at that level fuses with 
the retroperitoneal cellular tissue. The corresponding 
point at the right side does not correspond with the 
pancreatic gland but with the duodenum; moreover, 
the tenderness is insignificant in case of acute pancre- 
atitis. However, in case of edema of the pancreatic 
gland, the edema (which is limited by the duodenum) 
progresses to the left; in this case one may find areas 
of cystosteatonecrosis on the right kidney capsule and 
sometimes on the left one. The differentiation from 
choledocholithiasis is usually based on a history of 
jaundice and attacks of hepatic colic. 

Concerning the chronic type, it is amazing to see 
how a conglomeration of the Ascaris produces only 
vague digestive symptoms (gastric intolerance, a gen- 
eral deteriorated status, and pyloric stenosis). The 
treatment is choledochotomy and drainage of the 
common duct. — Maurice Bakaleinik, M.D. 


Abscess as an Initial Manifestation of Amebic Hepa- 
titis (L’hepatite amibienne abcédée d’emblee), 
Lucren Cornet. Presse méd., 1957, 65: 660. 

THE AUTHOR reports his observations on the cases of 
amebic hepatic disease which he encountered during 
medical military practice in the Far East. A sudden 
onset of clinical manifestations was seen in 14 of the 
24 reported cases. They consisted of acute and severe 
pain in the hepatic region associated with a tempera- 
ture elevation of from 39 to 40 degrees C., perspira- 
tion, and chills. The patients oftentimes could remem- 
ber the exact hour of onset which could occur at any 
time of the day. In the remaining 10 patients a pro- 
gressive onset was observed, with the past history 
often showing, in some, acute manifestations that 
were misinterpreted as renal colic, bronchitis, acute 
cholecystitis, or appendicitis. The length of the his- 
tory was in direct proportion to the severity of the 
illness. 

The importance of roentgenographic diagnosis in 
such cases was emphasized. Oblique and _ lateral 
views, in addition to the anteroposterior projection 
and visualization of the costophrenic angles, were 
stressed. The following diagnostic criteria were em- 
phasized: hepatomegaly, fullness of the costophrenic 
sinus, horizontalization and elevation of the dia- 
phragm, pleural reactions, and opacification of the 
left hypochondrium with decreased clarity of the gas- 
tric bubble. Intercostal pain, peritoneal reaction, 
leucocytic elevation, and an increased sedimentation 
rate were also present to confirm the diagnosis, This 
roentgenologic and clinical picture occurs in many 
patients from the start of their illness. 

It is rather rare for a surgeon to see early cases of 
amebic hepatitis these days since a prolonged medi- 
cal trial is commonplace. Patients with amebic 
disease should be included in the category of medi- 
cochirurgic problems. In 7 patients an abscess was the 
initial manifestation of their disease without a prior 
— of diffuse hepatitis. 

n the subacute and chronic forms the acute stage 
was either missed or, in some cases, the patients were 
previously hospitalized with hepatitis and presented a 
recurrence of the clinical signs and symptoms. The 
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realization of the above described clinical forms is of 
importance even today when effective drugs are 
available. As the author demonstrated by early ex- 
ploration, the medical man oftentimes treats lesions 
which are already liquefied and necrotic. 

Surgical procedures were indicated in 1 patient 
with intraperitoneal rupture who recovered after 
drainage, in instances of failure of medical treatment 
with a course of emetine (12 cases), and in 2 patients 
who had an aggravation of the symptoms during 
therapy. The most fruitful information as to the 
course of hepatic amebiasis was obtained in those 
patients who were diagnosed initially as having an 
amebic abscess and had exploratory surgery and 
drainage, with the protection of a preoperatively 
initiated combination of either emetine with peni- 
cillin and streptomycin or emetine with chloromy- 
cetin. 

In 4 patients who had drainage performed 4 to 5 
days after the symptoms began, the wall of the ab- 
scess was not quite demarcated from the surrounding 
parenchyma. The content of such abscesses was a 
serous, pink fluid rather than frank pus, a result of 
liquefaction necrosis of the liver parenchyma. The 
author agrees with Bertrand’s and Fontan’s view that 
the classical pathogenetic feature is a localized necrot- 
ic focus in an infarcted area, rather than a diffuse 
hepatitic process. After medical treatment had its 
effect, thick-walled cysts or hard shells containing 
pus were encountered. In 5 patients operated upon 
when aggravation of the symptoms occurred during 
treatment or after unsuccessful therapy was com- 
pleted, migration of the pathologic process was seen. 
When abscesses were diagnosed after a delay, a silent 
and dangerous increase in size was observed, and in 
some cases peritoneal migration and secondary 
amebic abscesses were found. Bertrand and Fontan, 
in 1885, concluded in their classical study that the 
least problematic and the most common manifesta- 
tion of hepatic amebiasis was a massive necrosis of a 
more or less localized area, and consequently be- 
lieved that operation was indicated to save the pa- 
tient’s life. After introduction of the antiamebic drugs 
the necessity of draining an abscess was doubted 
until recent times. Amebic hepatitis was considered 
the most common form of the disease and it was be- 
lieved that this precedes an amebic abscess formation, 
the latter being considered a rather rare condition. 

The author concludes that early intervention, 
though it gave good results, is not justified because 
these conditions are very responsive to emetine ther- 
apy. There are, however, some exceptions to this. In 
some cases, despite medical therapy, the condition 
remains restive or aggravation occurs. Prolonged 
medical treatment is condemned by the author as 
severe complications may be expected. The follow-up 
of patients on antiamebic therapy must be precise 
and the use of roentgenologic diagnosis in such pa- 
tients is most important. If improvement is not rapid 
and decisive, such as may be seen in patients with an 
abscess, surgical treatment is imperative. Diffuse 
amebic hepatitis must be differentiated from local- 
ized, focal presuppurative hepatitis. Emetine-curable 
lesions are not confined to the cases of diffuse hepa- 
titis since abscessed forms may be cleared by medical 
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therapy. If such a regression is complete on medical 
therapy as evaluated by roentgenologic follow-up, 
the blood sedimentation rate, and remission of the 
leucocytosis, the medical treatment may be consid- 
ered successful. Subacute, chronic cases and cold ab- 
scesses will often follow the acute forms. In such cases 
the radiologic, clinical, and laboratory signs are not 
reliable. Anatomically, an encysted abscess may be 
present; the pleural reaction is gone and puncture 
must be employed to confirm the diagnosis and direct 
the surgical approach. The author used a median lap- 
arotomy, which proved to be a good approach in all 
but 2 patients in whom drainage of a large abscess of 
the right lobe was not adequate through this median 
route and residual collections persisted. A thoracic 
approach was used for draining an abscess through an 
intercostal space in some of the cases. 
—Karel B. Absolon, M.D. 


Evaluation of Clinical Results of Portal Decompres- 
sion in Cirrhosis, Eppy D. Parmer, Epwarp J. 
i. er and Cart W. Hucues. 7. Am. M. Ass., 

» 164: 3 


THERE HAS BEEN no conclusive answer to the question 
of whether surgical decompression of the portal system 
in patients with portal hypertension, secondary to 
cirrhosis, is a wise move. It is being performed because 
of the potential danger of esophageal varicés. Never- 
theless, it has not been demonstrated that the cirrhotic 
patient with total hypertension can be expected to 
live longer and fare better with a portal shunt than 
without one. This article summarizes the results of a 
study made to determine the effect of portal decom- 
pression on patient survival, on prevention of hemor- 
rhage from esophageal varices, and on the patient’s 
capacity to work. A series of 57 patients with esopha- 
geal varices and histologic proof of portal cirrhosis in 
whom portal shunt was performed is compared with 
a series of 48 similar patients for whom shunt was 
recommended but not carried out, because of patient 
refusal. The authors believe that the control group 
and the study group were entirely comparable, except 
that there had been a history of prior bleeding in 36 
of the operative group and in only 24 of the control 
group. Six of the patients operated on died during 
the immediate postoperative period. Seven of the 
patients who had shunt procedures and 21 control 
patients have subsequently died of causes related to 
their liver disease. None of the former had associated 
bleeding, while 19 of the latter did. Two patients of 
each group subsequently died of unrelated causes. 
During the first follow-up year, only 2 of the patients 
with shunts died. By contrast, 18 of the control pa- 
tients died. Of 21 patients without bleeding prior to 
operation no subsequent hemorrhages were recorded. 
Of 36 patients with bleeding prior to operation, there 
were four episodes of hemorrhage requiring a total of 
8.5 liters of blood. In the control group of 24 patients 
without bleeding prior to the recommendation of sur- 
ry, there were 15 hemorrhages requiring 64.7 liters. 

n a group of 24 patients with bleeding prior to the 
recommendation of surgery, there were 30 hemor- 
rhages, requiring 117 liters of blood. Follow-up 
studies showed that the most important difference 
between the groups was tha the proble:n of repeated 
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hospitalizations was confined to the control group. 
Portal decompression was followed by the disappear- 
ance of ascites in some patients and seemed to prevent 
its later appearance in others. The authors think that 
portacaval shunt is considerably more effective than 
splenorenal shunt in preventing varical hemorrhage. 
They conclude that portal decompression is a remark- 
ably effective procedure and carries a small enough 
surgical mortality rate to be practicable. 
—Alan Thal, M.D. 


Malignant Growth in the Liver and Serum Vitamin- 
B,, Levels. N. Grossowicz, A. HocuMan, J. ARONO- 
Izax, and Others. Lancet, Lond., 1957, 
is 1126. 


THE AUTHORS state that high serum vitamin By, levels 
have been found in acute liver disease and occasion- 
ally in cirrhosis of the liver. In acute hepatitis the 
serum vitamin By, level rose in the acute phase of the 
disease, when the disintegration of liver cells was 
most pronounced. It was therefore assumed that the 
injured liver cells released the vitamin By, stored in 
the liver into the blood stream. 

The interrelationship between liver damage and a 
raised serum vitamin By, level prompted the authors 
to estimate the serum vitamin By levels of patients 
with neoplastic disease involving the liver. 

In 19 patients without metastases in the liver the 
serum vitamin Bj, levels were normal, while in 16 of 
18 patients with metastases in the liver the levels 
were raised. These findings indicate that this rise in 
the serum vitamin Bj, level is due to release of the 
stored vitamin from damaged liver cells. The rise of 
the serum vitamin B,, level may be used to help 
determine the diagnosis of metastases in the liver in 
cases of malignancy. 

The serum vitamin By, level is also much raised in 
myeloid leukemia. Whether a mechanism common to 
liver disease and to myeloid leukemia is responsible 
for the striking rise in serum vitamin By, levels in 
these two conditions remains to be elucidated. 

—Robert Turell, M.D. 


Primary Carcinoma of Liver; a Clinical Analysis of 
107 Cases. Cuuno Hsien-Lt and Cx’en Hao-Cuv. 
Chin. M. F., 1957, 75: 295. 


PRIMARY CARCINOMA of the liver, first described by 
Rokitansky in 1849, is rare among Europeans but 
relatively common among Africans and Orientals. 
The authors analyze a series of 107 histologically 
proved cases. Another 110 cases were clinically sus- 
pected but unconfirmed. Ninety per cent of the cases 
occurred in patients who were between the ages of 30 
and 60, although one was reported in a 10 month old 
male child. The ratio of males to females was 14 to 1. 
Early symptoms were lacking; later a painful abdom- 
inal mass, anorexia, weight loss, and fever were com- 
monly found. The average duration from the onset of 
symptoms to the diagnosis was 1 to 2 months. 

The outstanding signs on admission were: evidence 
of weight loss (60 per cent), hepatomegaly (almost 
100 per cent), splenomegaly (31 per cent), enlarge- 
ment of the superficial abdominal veins (21.5 per cent), 
ascites (38 per cent), jgundice (27.3 per cent), edema 


(20.5 per cent), telangiectasia (6.5 per cent), enlarge- 


ment of the left supraclavicular node (2.8 per cent), 
enlargement of the right supraclavicular node (2.8 
per cent), and right pleural effusion (5 per cent). 
The significant laboratory data were as follows: 
most patients had anemia; 24 per cent had leucocyto- 
sis; 14 patients had bilirubinuria; 2 had an increased 
urobilinogen level; 3 had Clonorchis sinensis ova in 
the stools; and 1 had schistosomiasis japonica. The 
plasma protein studies done on 84 patients revealed 
abnormal findings in half of these. Six showed rever- 
sal of the albumin-globulin ratio. The test for hip- 
puric acid excretion performed on 65 patients showed 
a decrease in 56. The serum bilirubin level was ele- 
vated in 40 clinically jaundiced patients, in 1 case 
to 20 mgm./100. Among this group of 40, the pro- 
thrombin time was elevated in 34 and the thymol 
turbidity was positive in 17. The cephalin-cholesterol 
flocculation test performed on 21 patients was posi- 
tive in 12. The blood sugar level was normal in all 
except 2 who had repeated episodes of hypoglycemic 


coma. 

The differential diagnosis includes liver abscess, 
portal cirrhosis, carcinoma of the pancreas or ampulla 
with biliary obstruction, pancreatic islet-cell tumor, 
cholecystitis, cholelithiasis, chronic hepatitis, and 
intra-abdominal cysts of various etiologies. In its late 
stage, primary carcinoma of the liver may produce 
distant metastases. 

The diagnostic methods used to augment the his- 
tory and physical examination include: (1) peritoneo- 
scopic examination with biopsy, (2) laparotomy with 
biopsy, (3) percutaneous liver biopsy, (4) examination 
of ascitic fluid and/or pleural effusion for cancer cells, 
and (5) biopsy of the supraclavicular or other palpable 
nodes. For the percutaneous biopsy a 17 gauge needle 
is employed with the abdominal approach. Using 
this technique a positive diagnosis was obtained in 
76 per cent of the histologically proved cases. 

Pre-existing cirrhosis occurs in 70 to 100 per cent 
of the cases of hepatoma, but the cause and effect 
relationship is not established. Although in primary 
hepatic cell hepatoma cirrhosis is almost universal, in 
adenocarcinoma of the intrahepatic bile duct it occurs 
in only 18 to 62 per cent. Also, hepatoma in children 
is frequently not accompanied by cirrhosis. Schisto- 
somiasis, clonorchiasis, and malaria are common 
Oriental parasitic diseases, but their influence in the 
development of hepatoma is questionable. 

It is suggested that the high incidence of nutritional 
deficiencies and of gastrointestinal and hepatic dis- 
eases in the Orient may influence the development of 
hepatoma. There is no satisfactory treatment at pres- 


ent for this disease. 
—Sheldon O. Burman, M.D. 


Results of Portacaval Shunts in the Treatment of 
Portal Hypertension. C. Stuart WELCH and A. G. 
Ramos. Surgery, 1957, 41: 756. 


SINCE THE FirsT publication of Blakemore and Lord, 
other workers have contributed to the knowledge 
in this field and added testimony to the soundness 
of the concept of portal-systemic venous shunts as 
applied to the treatment of portal hypertension and 
its complications. This concept has been supported 
by many reports in the literature. 
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The group of cases presented is composed of 40 
consecutive patients upon whom 41 portacaval shunts 
have been performed during a 7 year period, 1949 
to 1955, inclusive. Experience in the management of 
this group of patients has yielded some information 
on the over-all results after portacaval shunts, in- 
cluding the survival time, mortality rate, efficiency of 
portacaval shunts versus splenorenal shunts, and in- 
formation concerning the general usefulness of the 
operation. 

The general data on the 40 patients subjected to 
portacaval shunts include the following items: aver- 
age age, 42 years; range, 10 to 64 years with 80 per 
cent being over 40 years of age. The group of 40 
patients consisted of 42 per cent males and 58 per 
cent females. The lesions that caused the portal hyper- 
tension by producing intrahepatic obstruction were 
alcoholic cirrhosis in 50 per cent, posthepatic cirrhosis 
in 38 per cent, other diseases of the liver in 4 per cent, 
and extrahepatic obstruction in 8 per cent. 

There was positive evidence of esophageal varices 
in 73 per cent and equivocal evidence of varices in 
5 per cent; there was no evidence of varices in 20 
per cent and 1 patient was not examined for varices. 
One or more hemorrhages occurred in 92 per cent 
and no hemorrhage was noted in 8 per cent. Hyper- 
splenia defined as splenomegaly with cytopenia oc- 
curred in 50 per cent and ascites was present in 25 
per cent. 

The accepted indications for surgery in patients 

with portal hypertension are a history of previous 
hemorrhage and evidence that bleeding has occurred 
from esophageal varices. Each patient should be 
evaluated individually if he has had a massive hem- 
orrhage and particularly if he has all the other criteria 
for portal hypertension. It is a fact that the presence 
of esophageal varices cannot be demonstrated in 
some patients who have bled. Esophagoscopic exami- 
nations may reveal varices when the esophagram is 
equivocal, but on the other hand, the esophagoscopist 
may not see varices when the roentgenogram reveals 
them. If a hemorrhage can be stopped by a gastro- 
esophageal balloon tamponade, there is good evidence 
that the hemorrhage is of varical origin, especially 
when cirrhosis of the liver is present and no other 
lesion of the gastrointestinal tract is demonstrable. 
The development of the techniques for portal venogra- 
phy has contributed in the diagnosis of questionable 
cases. 
An indication for portacaval shunts also exists in 
those patients in whom a splenectomy is done for the 
alleviation of hypersplenism even though no varices 
exist or the patient has not bled. This applies only 
to patients with congestive splenomegaly with portal 
hypertension proved at operation. Advantage should 
be taken of a large splenic vein for anastomosis and 
prevention of later hemorrhage at the time of 
splenectomy. 

Certain standards based on liver function studies 
have proved to be of value in selecting patients who 
can be expected to survive a major surgical procedure. 
The value for serum albumin should be 3 grams per 
cent or better; values for the retention of bromsulfalein 
should be below 30 per cent. Patients with marked 
Jaundice usually should be excluded from surgery 
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since their problem is severe intrahepatic disease. 
Patients with persistent values for serum bilirubin of 
above 3 milligrams per cent present evidence of 
severe disease of the liver. If the prothrombin time 
remains prolonged (5 seconds above the normal 
standard) with adequate vitamin K therapy, the 
patient remains a poor risk. Ascites that does not 
disappear or lessen: with treatment is a contraindica- 
tion to shunt procedures. Patients with adequate 
functional reserves in the liver will show improvement 
on good medical therapy within 3 weeks, demon- 
strating a fall in the bromsulfalein retention and serum 
bilirubin values and improvement in the prothrombin 
time. An increase in the value for serum albumin 
comes more slowly; it can be raised temporarily by 
the administration of plasma or human serum al- 
bumin. Although portal hypertension is not the cause 
of ascites in patients with disease of the liver, it is a 
contributing factor to its magnitude, especially when 
the values for serum albumin are low. This effect 
of portal hypertension was observed in several pa- 
tients who exhibited ascites after each hemorrhage 
but who lost their ascites after the blood had been 
replaced. 

The preoperative management should be bed rest, 
paracentesis for ascites, and a liberal diet containing 
a high carbohydrate, adequate protein, low salt, and 
high vitamin content. Blood transfusions are usually 
necessary for anemia from recent hemorrhage or for 
hypersplenia with cytopenia. Values for hemoglobin 
of about 12 per cent and hematecrit values of 
about 40 are adequate for operation. If the serum al- 
bumin is low and the hemoglobin level is adequate 
plasma is valuable. The prolonged injection of serum 
albumin or plasma for the treatment of ascites is of 
no further benefit since ascites will not disappear 
unless the liver function improves. Vitamin K is 
usually necessary and 1,000 c.c. of 10 per cent glucose 
daily for about 10 days is helpful. An intravenous 
pyelogram should be performed and the dye excre- 
tion evaluated to determine the kidney function if a 
hypotensive anesthetic is to be used. In addition, if a 
splenorenal shunt is considered, the presence of a 
functioning right kidney is essential. 

Ninety per cent of the patients in this group were 
operated upon with values for serum bilirubin of 2 
milligrams per cent or less. In 10 per cent of the pa- 
tients the values were between 3 and 4 milligrams 
per cent. Ninety per cent of the patients had 3 grams 
per cent or more of albumin prior to surgery. Ninety- 
two per cent had adequate prothrombin levels (15 
to 20 seconds with the control at 15 seconds). Thirty- 
three per cent of the 40 patients had values for the 
bromsulfalein test ranging from 25 to 35 per cent. 
Chemical evidence of adequate liver function was 
present in 90 per cent. Only 25 per cent had good 
liver function when first seen and the final preopera- 
tive values obtained followed a period of 7 to 64 
days of preparation. 

Forty-one portacaval shunts were performed on 40 
patients. Of these, 23 patients had a portacaval shunt, 
19 end-to-side and 4 side-to-side. Seventeen patients 
had splenorenal anastomoses, and in 1 a mesenteric 
radical was united to the renal vein for lack of either 


a portal or splenic vein. 
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A general statement can be made that all patients 
with extrahepatic portal obstruction should probably 
have a splenorenal shunt since the portal vein is often 
obliterated or useless in this syndrome. Porto- 
venographic findings may disclose a portal vein; if 
so, a choice of shunts is open in patients who do not 
have intrinsic liver disease. Usually, a marked 
splenomegaly is noted in this group, and hypersplenism 
is a common complication which may make splenec- 
tomy advisable and, thus, a splenorenal anastomosis 
preferable. In patients with intrahepatic portal block 
from cirrhosis of the liver, there remains a choice of 
splenorenal or portacaval shunt. In the 17 patients 
who had splenorenal shunts, 14 were done for cirrhosis 
of the liver and 3 for extrahepatic obstructions. It 
was believed at this time that a large spleen and hy- 
persplenism demanded splenectomy and a splenorenal 
shunt in these 14 cirrhotic patients. The indication 
for splenorenal shunt has been largely abandoned. In 
the last 18 patients, only 2 splenorenal shunts were 
performed. 

Direct portacaval shunt has been found to be 
mechanically superior to the splenorenal anastomosis. 
It is larger, less likely to become angulated, more 
readily performed, and the results are better in terms 
of prevention of bleeding. Shunts made with mesen- 
teric veins of lesser size than the splenic vein are 
probably useless. They thrombose almost immedi- 
ately, and it is rare for patients not to bleed after 
such shunts. The operation for esophageal varices 
or esophagectomy is probably preferable to shunts 
which are smaller than the portacaval or splenorenal. 
The fact that splenorenal anastomoses thrombose 
more readily and frequently than portacaval shunts 
seems to be established. 

The late causes of death in 11 patients with shunts 
were hepatic failure in 6, hepatic failure and hemor- 
rhage in 2, hemorrhage from varices in 1, hemorrhage 
from a gastric ulcer in 1, and chronic ulcerative 
disease in 1. Six of the 11 patients who died at a late 
date after a shunt procedure had autopsy and all 
were found to have a thrombosed splenorenal shunt 
even though hemorrhage was not the cause of death 
in each case. 

The development of shunt operations, instruments, 
technique, and anesthesia is discussed. The data 
on 40 patients subjected to portacaval shunts over a 
period of 6 years are presented. The mortality rate 
for operation was 15 per cent of 40 patients, but re- 
duced to 10 per cent for the 20 patients operated on 
more recently. The rate of recurrence of hemorrhage 
was 20 per cent; most of the patients with recurrent 
bleeding had splenorenal shunts. The survival rate 
for all patients was 58 per cent. The mortality rate 
in patients who bleed from esophageal varices ranges 
from 50 to 70 per cent. 

The use of hypotensive spinal anesthesia in shunt 
operations reduces the blood loss, shortens the oper- 
ating time, and apparently has no pathologic effects 
on the liver. The suggestion is made that shunt oper- 
ations be performed on selected patients before they 
have begun to bleed if greater benefit from this opera- 
tion is to be obtained in the event of hemorrhage 
from esophageal varices in association with portal 
hypertension. —John H. Mohardt, M.D. 


Glandularis Proliferans. L. P. Lz Quesne 
and I. Rancer. Brit. 7. Surg., 1957, 44: 447. 

THis ARTICLE is notable for its exhaustive treatment 
of cholecystitis glandularis proliferans, its clarity, and 
its remarkable illustrations, particularly those in 
color. The outstanding lesion in cholecystitis gland- 
ularis proliferans is the formation of epithelial sinuses 
(Rokitansky-Aschoff type) which penetrate through 
the muscularis of the gallbladder to expand in the 
subserous layer with the formation of cystlike spaces. 
Associated with this there is invariably localized hy- 
pertrophy of the muscle coat and, often, chronic in- 
flammatory change and intramural calculus forma- 
tion. Such sinus formation may give rise to mucosal 
polypoid projections, usually of only microscopic 
dimensions. The ‘main thickening of the gallbladder 
wall is due to the outward penetration of epithelial 
sinuses. Once in the perimuscular layer the sinuses 
dilate with the formation of cystlike spaces and intra- 
cystic calculi are frequently seen. 

There is a remarkable tendency for the condition to 
produce either fundal nodules or ring strictures, 
Whereas chronic cholecystitis almost always affects 
the entire gallbladder, in all save one of the author’s 
12 cases of cholecystitis glandularis proliferans the 
lesions were strictly circumscribed, the rest of the gall- 
bladder being normal. In the former condition stones 
are usual; in the latter, they are unusual. However, as 
the result of calculus formation in the lumen later 
widespread inflammatory changes may supervene 
with involvement of the previously unaffected por- 
tion of that viscus. 

The etiology is speculative, the condition possibly 
arising as a disturbance of contraction of the gall- 
bladder. Clinically, the condition cannot be distin- 
guished from ordinary cholecystitis with lithiasis, but 
the diagnosis is often evident on a roentgenogram. 
The treatment is the same as that for chronic chole- 
cystitis. —Sheldon O. Burman, M.D. 


Acute Pancreatitis (Ueber die akute Pankreatitis). 
and W. Stern. Wien. med. Wschr., 1957, 
107: 


THE CONSERVATIVE TREATMENT of acute pancreatitis 
has always been more rewarding than the operative 
approach. In the past decade the success of conserva- 
tive treatment has increased. This is thought to be due 
to the introduction of novocain into the therapeutic 
regimen. 

Among the various etiologic mechanisms which 
have been proposed to explain the occurrence of acute 
pancreatitis, is the “‘neurogenic” theory. By stimula- 
tion of the splanchnic nerves, Mallet-Guy, Feroli, and 
Reboul could produce pancreatitis. In 1933 Poppers 
proposed that a sympathetic block from T8 to T10 
might prove to be of diagnostic aid. The first report 
of good results with this technique as a therapeutic 
measure was by Marion, from Mallet-Guy’s clinic. 

Huldt, in 1950, and many others subsequently 
administered a 1 to 500 novocain solution intrave- 
nously and obtained excellent results in patients with 
acute pancreatitis. It is proposed that the ‘nonspecific, 
autonomic nervous system blockade” produced by 
intravenous novocain is responsible for the beneficial 
effects observed. 
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Continuous suctioning of the upper gastrointestinal 
tract has also been shown to be a therapeutic measure 
of great importance. Vigorous colloid replacement in 
the presence of shock has also been previously stressed. 
Cortisone has been recommended and can be of great 
benefit to those patients with an allergic, or anaphylac- 
toid, component to their disease. 

This “‘active conservative” approach to the treat- 
ment of acute pancreatitis has been shown to be 
superior to operative intervention. The authors had 
occasion to treat 36 patients with a hemorrhagic- 
necrotizing pancreatitis in the past 10 years. Twenty- 
four were treated in a manner outlined above; of this 
group 14 had an operative procedure. The authors 
point out that even in those patients operated upon for 
one reason or another this regimen has been of value. 
The mortality rate was higher in the group of patients 
who underwent surgery. —j7.C. Rosenberg, M.D. 


Radiosurgical Exploration of Acute Pancreatitis; Dual 
Canalicular and Vascular Pathogenesis (L’explora- 
tion radio-chirurgicale des pancréatites aigués; la 
double — canaliculaire et vasculaire). L. 
Lecer, P. Guyer, and A. Ferron. 7. chir., 1957, 


THE AUTHORS present a case of acute pancreatic 
necrosis in a woman of 70 years, with anatomic in- 
tegrity of the Wirsung’s duct (established by pan- 
creatography) and paradoxical absence of active 
trypsin. Activation of trypsinogen is not the determin- 
ing factor in the genesis of acute pancreatitis. 

Although the second patient, aged 71, with acute 
hemorrhagic pancreatitis, expired after duodenotomy, 
catheterization of the pancreatic duct and pancre- 
atography, the authors are opposed to a medical 
treatment of grave, acute pancreatitis. They base 
their contention on the statistics which show the high 
mortality rate following conservative therapy. In 
this case an obstruction of the duct in its isthmic por- 
tion was combined with an infarct and grave vascular 
changes in the body of the pancreas, which had an 
intact tail. This observation lends support to the view 
that an obstruction of the excretory canal, in combi- 
nation with an arterial obliteration, is the factor 
responsible for acute pancreatitis. 

A similar observation was made on another pa- 
tient, 45 years of age, in whom cholecystostomy, pan- 
creatography, and drainage of the pancreatic duct 
were done. The autopsy revealed an infarct involving 
nearly the entire organ. Acute pancreatitis, superim- 
posed on a chronic inflammation of the pancreas, 
ot agy a gangrene of the body and the tail, attri- 

table to an infarct. Although pancreatography 
failed to demonstrate an obstruction of the pancreatic 
duct, the procedure undoubtedly produced edema 
which, in combination with acute venous thrombosis, 
led to splenoportal stenosis and the fatal outcome. 

Radicular thrombosis of the portal system, espe- 
cially thrombosis of pancreatic veins, occurs with 
greater frequency than is generally assumed. How- 
ever, venous thrombosis seems incapable of producing 
a pancreatic infarct, although it may be responsible 

a rise of serum amylase. Association of a venous 
thrombosis with distention of the duct may provoke 
acute pancreatic necrosis. — Joseph K. Narat, M.D. 
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Calculous Pancreatitis (La calcolosi del pancreas). A. 
ay U. Lucarettt. Arch. ital. mal. app. diger., 1957, 


THE AUTHORS report on a case of calculous pancre- 
atitis in a 55 year old male. He first had an attack of 
acute abdominal pain 5 years previously. Following 
this he had attacks of pain at intervals of 1 to 3 months, 
but no attacks of jaundice. On physical examination 
he was found to have a hard palpable mass in the 
epigastric region about the size of a chicken’s egg. 
Laboratory studies revealed a diabetic glucose toler- 
ance curve with a fasting blood sugar of 130 and a 
serum amylase of 166 (U. D.). Roentgenograms re- 
vealed numerous small stones in the region of the head 
of the pancreas. Gallbladder and gastroduodenal 
roentgenograms revealed these shadows to be extrin- 
sic, and it was assumed that the stones were in the 
pancreas. 

At operation about 20 stones were removed from 
the duct of Wirsung which was dilated to about 3 cm. 
The postoperative course was uneventful and at 6 
months follow-up the patient was found to be free 
from symptoms with improvement in his diabetic 
status. 

The subject is discussed and the literature reviewed. 
X-ray examination is the most reliable means for mak- 
ing a definite diagnosis. At times the stones may be so 
numerous as to cast an outline of the pancreas on the 
x-ray film. It may be difficult to differentiate a cal- 
culous pancreatitis from a pancreatitis with calcifica- 
tion of the parenchyma. However, if the patient pre- 
sents symptoms of recurring abdominal colic it is more 
likely to be due to calculous pancreatitis. Cholecystog- 
raphy and gastrointestinal studies are essential in the 
differential diagnosis. 

Marcarini and Oliva have developed a technique 
for visualization of the pancreas. A pneumoperitoneum 
is created by the precoccygeal route according to 
Gennes, May, and Simon. The stomach is distended 
by giving the patient sodium bicarbonate and tartaric 
acid powders. Roentgenograms are then taken in the 
erect and laterolateral positions as well as from left to 
right. Longitudinal and transverse axis laminography 
is then performed with the patient in the erect posi- 
tion. —Lucan F. Fronduti, M.D. 


Pancreatic Disease in Patients Undergoing Chole- 
eer (Le comportement du pancréas chez les 
cholécystectomisés). S. Laskowsxt, R. Pieter, and J. 
Korzon. Acta gastroenter. belg., 1957, 20: 93. 


IN AsERIESof 100 patientssubjected to cholecystectomy, 
25 had symptoms, and physical and laboratory findings 
which would permit the definite diagnosis of chronic 
pancreatitis. Twenty patients had symptoms and lab- 
oratory findings of pancreatitis, and 9 had some 
symptoms but negative laboratory findings of the 
disease. There were 90 females and 10 males among 
the patients studied. Gall stones were found in 80 pa- 
tients and 10 patients had purulent cholecystitis. In 
the remaining 10, no definite diagnosis relative to 
the gallbladder was made, the disease in the patient 
being primarily pancreatic. 

In the diagnosis of pancreatic disease attention was 
paid to three findings: (1) hyperesthesia of the epigas- 
trium, (2) atrophy of the subcutaneous tissue, and (3) 
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tenderness on deep palpation over the body of the 
pancreas. Fifty-one patients had one or more of these 
findings. 

Urine amylase (Wohlgemuth) was less than 48 units 
in 44 cases, between 64 and 128 units in 27, and more 
than 128 units in 29 cases. Levels of more than 64 
units are considered abnormal. 

Serum lipase levels were normal in 57 patients and 
elevated in 43. 

Thirty-four of the 100 patients had abnormal glu- 
cose tolerance curves. 

Twenty-four of the patients had symptoms after 
cholecystectomy, which were considered to be pan- 
creatic in origin. 

The authors emphasize that differentiation of the 
patients with pancreatic disease from those with bili- 
ary tract disease can be done accurately, and physical 
examination is most helpful in the differentiation. 

—Frederick W. Preston, M.D. 


New Aspects of the Cause and Therapy of Pan- 
creatitis (Neuere Gesichtspunkte ueber Enstehung 
und Behandlung der Pankreatitis). FRanz F. NIEDNER. 
Medizinische, 1957, p. 560. 


Disgasgs of the biliary tract and pancreas are both 
due mainly to obstruction of the flow of bile or pan- 
creatic juice. These diseases can run their course in- 
dependently, but often they have a common cause at 
the level of the papilla of Vater. 

Chronic pancreatitis can become acute pancrea- 
titis, and vice versa. The purpose of treatment in pan- 
creatitis is to restore the free flow of pancreatic juice 
into the duodenum. The treatment of acute pancrea- 
titis is conservative: continuous suction of the duodenal 
fluid, intravenous feeding, and limitation of any oral 
intake during at least 5 days. Surgery is indicated if 
infection becomes a major problem or results in a liver 
abscess. Plastic surgery upon the papilla of Vater is 
possible and is recommended. 

— Mare Verstraete, M.D. 


The Comparative Absorption of Labeled Fat and 
Fatty Acid in the Study of Pancreatic Disease. 
KeitH ReemtsMa, JAMES R. Mato, and Harotp G. 
Barker. Surgery, 1957, 42: 22. 


SINCE THE PROCESS of intestinal fat absorption can be 
divided arbitrarily into first the enzymatic digestion 
of neutral fats and second the absorption of the pro- 
ducts of digestion, the authors believed that the study 
of these two phases might be carried on by admin- 
istering a labeled neutral fat and its principal fatty 
acid. It is recognized that the hydrolysis of fats, at 
least partially, must precede absorption and that the 
digestive enzymes which initiate the process of hydro- 
lysis are primarily of pancreatic origin. Therefore, by 
administering tagged neutral fat and fatty acid, 
disorders of absorption due to enzyme deficiency may 
be separable from the malabsorption states. 

In these tests, I'*! tagged neutral fat and fatty acid 
were administered orally to fasting patients. Thirteen 
patients with proved pancreatic disease were studied. 
Six had pure pancreatic deficiency and 7 had cystic 
fibrosis of the pancreas. Ten patients with malab- 
sorption were studied. These had sprue, intestinal 
lipodystrophy, and regional enteritis. 


In patients with pure pancreatic insufficiency, the 
absorption of neutral fat was markedly depressed. On 
the other hand, when these patients were given the 
fatty acid, the serum content of radioactivity fell 
within the normal range. 

The pattern of neutral fat absorption was similar in 
patients with fibrocystic disease and those with pure 
pancreatic deficiency. However, the absorption of 
fatty acid was impaired in the patients with fibro- 
cystic disease in a similar fashion to that seen in the 
malabsorption states. This is in agreement with the 
current theories that fibrocystic disease is a general- 
ized disease involving many exocrine functions. 

These facts are discussed and the authors sug- 
gest that if this test is used for clinical diagnosis, a 
single blood sample after 4 hours is a good standard 
upon which to base the results. 

—john 7. Bergan, M.D. 


Enzyme Substitution Therapy in Chronic Pancre- 
opathy (Die Fermentsubstitutionstherapie bei der 
chronischen Pankreopathie). TH. STEMBERGER. Wien, 
med. Wschr., 1957, 107: 256. 


Tue FACT that enzyme substitution therapy in chronic 
disease of the pancreas is frequently so unsuccessful 
may be partly because of inactivation of orally ad- 
ministered enzymes in the stomach, partly the rela- 
tive unpredictability of biologic utilization, and partly 
the virtual impossibility of evaluating the real effect 
of individual enzyme fractions in vivo. 

In a review of 18 collected cases of total or subtotal 
pancreatectomy by several authors the conclusion was 
drawn that administration of pancreatine usually im- 
proves the nitrogen balance and permits satisfactory 
utilization of carbohydrates, but does not often have 
a predictable response in regard to fat loss in the 
stool, stool consistency, and other factors. It appeared, 
however, that the need for substitution was less in 
cases with surgically treated chronic disease when, 
presumably, the body’s own adaptive enzymatic mech- 
anisms had provided a certain amount of substitution 
before the operation. 

The problem is even greater in every day practice 
in Germany as a large number of enzymatic drugs 
are prescribed rather empirically in a situation in 
which the vague diagnosis of pancreatic disease can 
only rarely be specified more distinctly. In addition, it 
is, of course, common to find dysfunction of related 
organ systems (stomach, gallbladder, and intestines) 
associated with nic pancreopathy, thus compli- 
cating diagnosis still further. If a roentgen film does 
not help, all other methods of diagnosing secretory 
disturbances of the pancreas are indirect and are 
based on one of the following: (a) evidence of atypical 
breakdown of food substances, (b) certain changes in 
metabolic rates when the patient is on a fixed diet, 
(c) fractional examination of duodenal juices, and (d) 
enzyme level estimation in the serum, especially after 
provocation (prostigmine test). A study of 78 patients 
with chronic pancreopathy only underlined the im- 
possibility of approaching the problem of enzyme- 
deficit and exogenous replacement scientifically and 
with practical figures. 

In an experimental series 7 enzyme products in use 
in Europe (e.g. combizym, festal, pancreon) were ex- 
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amined in regard to in vitro activity, released enzy- 
matic activity after disintegration, decreased activity 
after exposure to gastric juice, increased activity of 
trypsin through enterokinase, and the combined activ- 
ity of the tested product with the previously assayed 
duodenal juice. From the figures obtained it was con- 
cluded that there was little correlation between chem- 
ical activity in vitro and therapeutic effects. Summa- 
tion or abolition of fractional effects in the duodenum 
was quite unpredictable. This must be caused by the 
unknown action of some inhibitory and activating 
substances, and it appears that clinical and empirical 
use will permit evaluation of these drugs better than 
chemical investigation. 
—W. D. Bergman, M.D. 


Merun K. DuVAat, JR. Surgery, 1957, 41: 1019. 


TwENTy-sIx carefully selected patients with chronic 
pancreatitis were managed surgically with decom- 
pression of the pancreatic duct by pancreaticojejun- 
ostomy. Those patients selected had a long history of 
severe episodes of abdominal pain, weight loss, float- 
ing stools, and personality disorders. Many had pan- 
creatic calcification, alcoholism, diabetes, and nar- 
cotic addiction. Patients with pancreatitis in associa- 
tion with disease of the biliary tract or other possibly 
contributing diseases were excluded. 

In this series, operative decompression of the pan- 
creatic duct via the tail of the pancreas was employed 
in all instances. The pancreatic duct was first exposed 

partial transection of the tail of the pancreas. The 
diameter of the duct was measured in its course 
through the body and the tail was probed. Seventy 
per cent diodrast was injected into the ductal system 
and roentgenograms were taken. Ductal pressures were 
taken when possible. If the pancreatic duct was en- 
larged, dilated, or tortuous, or if there was radiologic 
evidence of obstruction to flow of the dye into the 
duodenum, the tail of the pancreas and spleen were 
resected. The proximal portion of the pancreatic 
body and the duct were anastomosed to the proximal 
jejunum by the Roux-Y method. 

The average duration of symptoms of the 26 pa- 
tients was 5 years. Those with shorter histories had 
evidence of chronicity such as weight loss, diabetes, 
and calcification. Nearly half of the patients were or 
had been severely alcoholic. All had lost weight; this 
weight loss averaged 12 kilograms. Twenty-six per cent 
of the patients were diabetic before operation. Fifty- 
four per cent of the patients had calcification of the 
pancreas. Among the remaining 20, a total of 44 
operations had been performed. One-fourth of the 
patients in this group had had sphincterotomy. 

The normal pancreatic duct rarely measures more 
than 3 millimeters in transverse diameter in the tail 
of the pancreas. Among these patients, 77 per cent of 
the ducts exceeded this figure. In most instances the 
pancreas was fibrotic, shrunken, and hard. Pseudo- 
cysts were present in a few instances. Microscopic 
study of the resected tail disclosed interstitial fibrosis, 
destruction and replacement of the acinar paren- 
chyma, and stasis in dilated ductules. 

ere were no deaths from operation in this group, 
although 1 patient died 3 months later with diabetic 
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acidosis. There were 9 complications in 7 patients. 
During the follow-up period, 80 per cent of the pa- 
tients had complete relief of pain. Pain recurred 
within the first 3 months after operation in the re- 
maining patients with 1 exception. Twenty patients 
have remained free of pain up to 3 years following the 
procedure. Weight gain was observed in every pa- 
tient, and this was true also in those patients who had 
recurrence of the abdominal pain. Ail patients showed 
a rather striking improvement in their demeanor. 
No patient had diabetes after operation who had not 
shown preoperative evidence of an impaired glucose 
tolerance. Four patients were addicted to narcotics 
prior to operation. All 4 patients were successfully 
withdrawn from the habit within the first 2 weeks of 
operation and there have been no relapses. 
—E. Thomas Boles, jr., M.D. 


Digfecoment of the Spleen into the Thorax in a Case 

of Diaphragmatic Hernia (Isolierte intrathorakale 
Milzverlagerung bei Zwerchfellhernie). M. Rossetti. 
Schweiz. med. Wschr., 1957, 87: 458. 


THE AUTHOR reports a case of displacement of the 
spleen through a diaphragmatic hernia (trigonum 
ieeileneniealat in a 76 year old woman. Preoperative 
diagnosis of a tumor at the base of the left lung was 
made, as suggested by the roentgenogram. 

The condition was discovered at operation and the 
spleen was removed. Recovery was uneventful. 

The author points out the similarity of their case 
to that of a 7 year old girl, previously reported by 
Drewes and Willmann. —Mare Verstraete, M.D. 


MISCELLANEOUS 


Abdominoperineal Resection Morbidity; Preopera- 
tive and Operative Factors. JosepH A. BUCKWALTER. 
Arch. Surg., 1957, 74: 770. 


THE AUTHOR has analyzed all the available data con- 
cerning the morbidity and mortality in 176 patients 
who underwent abdominoperineal resection from 
1947 through 1951 at the University of Iowa Hospi- 
tals. One hundred and eleven patients had one or 
more complications for a total of 206 complications. 
There were 17 deaths (9.6 per cent). The operations 
were performed for adenocarcinoma, epidermoid car- 
i ulcerative colitis, polyposis, and precancerous 
polyp. 

This investigation re-emphasizes the usefulness of 
certain preoperative criteria in evaluating operative 
risk, in preparing the patient for operation, and by 
calling attention to the importance of technical details 
— neglected in lowering morbidity and mor- 


ty. 

The incidence of urinary complications and the 
mortality rate is conspicuously lower in females, a 
fact which might be expected from the larger pelvis 
and better exposure in women. The interposed uterus 
decreases the likelihood of urinary tract involvement 
by rectal lesions, and of damage to the urethra, blad- 
der, and ureters incident to the operative procedure. 
However, if urologic complications are excluded wom- 
en have more complications than men and spend 
longer periods of time in the hospital after the oper- 
ation. 
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There is an increased morbidity and mortality as- 
sociated with advancing age, with a significant weight 
loss prior to the operation, and associated with lower 
plasma proteins. 

In all patients the colon was mechanically cleansed, 
as permitted by the lesion, with the use of saline 
cathartics and enemas. Sulfasuxidine was adminis- 
tered for 5 preoperative days (2 grams every 4 hours). 
Other antibiotics used in bowel preparation included 
chlortetracycline (aureomycin) and neomycin. No 
difference in postoperative morbidity existed among 
patients given various antibiotics. 

The operation was performed with either a mid- 
line, paramedian, or transverse incision. It was con- 
sidered preferable to bring the colon out through a 
separate incision. This ure was much more 
readily accomplished when the midline incision was 
used. 


Closure of the left colic gutter by suturing the edge 
of the mesocolon to the parietal peritoneum was con- 
sidered important to prevent herniation of the small 
bowel through the space between the colon and the 


lateral abdominal wall. The period of postoperative 
hospitalization was shorter and the incidence of 
wound infections markedly lowered in patients who 
(1) had the colon brought out through a separate 
stab wound and (2) had an open-sutured colostomy. 
Concerning technique, the author found additionally 
that the longer the operation, the longer was the 
postoperative hospitalization, the greater the inci- 
dence of complications, and the higher the mortality 
rate. All 176 operations were done by a single oper- 
ator. At the end of the abdominal part of the opera- 
tion, the patient was placed in the lithotomy position 
and the operation was completed. Shock ensued at 
this juncture slightly oftener than if the patient was 
placed in the Sims’ position for perineal resection. 
The posterior wound was either packed widely open 
or sutured with drains. The findings of this study sug- 
gest no difference in the incidence of postoperative 
urinary retention. In the presence of insecure hemo- 
stasis or contamination incident to the resection of 
large low-lying lesions the perineal wound was packed, 
—Lloyd D. MacLean, M.D. 
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UTERUS 


Prolapse of the Uterus and Vagina, Clinical and 
Aspects; Review of 600 Cases. CarL- 
ae IANIELSON. Acta obst. gyn. scand., 1957, 36: 
Suppl. 1. 


OssERVING that surgical correction of uterine and 
vaginal prolapse has largely supplanted nonoperative 
methods of treatment, the author reviews a series of 
600 patients with prolapse, hospitalized at the Gyn- 
ecologic Department of the Karolinska Sjukhuset, 
Stockholm, in the period from 1940 to 1951. Five 
hundred and fifteen of these patients were treated by 
one or more of 22 different operative procedures per- 
formed by a group of 30 operators trained in general 
surgery and gynecology. 

While several operations are known to produce 

results, a modification of the Manchester opera- 
tion (324 cases) was the preferred procedure because 
it best fulfilled the aims of an ideal operation, namely: 
an anatomic restoration of tissue, relief of symptoms, 
permanent results, a surgical technique that can be 
mastered by any reasonably experienced surgeon, and 
preservation of the functions of coitus, menstruation, 
conception, and childbirth. In addition, elderly and 
debilitated patients are provided with an operation 
which has minimal trauma and risk. 

Operative steps include anterior colporrhaphy, 
cervical amputation, and colpoperineorrhaphy. In 
contrast to the standard Manchester operation, the 
paracervical tissues were tautened by means of suture 
ligatures but not divided and reapproximated to the 
anterior surface of the cervix. In order to avoid the 
common postoperative complications of bleeding and 
the formation of hematomas, meticulous hemostasis 
and approximation of tissue planes is needed. High 
cervical amputation is conducive to excessive scarring 
and obstetric complications. Failure to dilate the cer- 
vical canal at operation can lead to stenosis, and im- 
proper reposition of mucosa over the cervical stump 
produces painful vault scarring. Extensive or rough 
dissection of the cystocele can traumatize the bladder 
innervation, resulting in disturbances in micturition. 
Invagination of the bladder floor may also contribute 
to poor bladder function. High levator sutures or un- 
duly extensive excision of the vaginal mucosa is con- 
ducive to dyspareunia. 

One other operation was employed with sufficient 
frequency to permit comparison—anterior colpor- 
thaphy combined with colpoperineorrhaphy (92 
cases). Among 20 other operative methods, the major- 
ity were various combinations of plastic vaginal re- 
pair, none of which were used with statistically signi- 
ficant frequency. They included 18 LeFort opera- 
tions, 3 interposition operations, and 2 vaginal hys- 
terectomies. 

Local anesthesia combined with pudendal nerve 
block and morphine premedication proved effective 
and safe. Moreover, the author believes that a better 
anatomical approximation was obtained if the tissues 
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in the operative field were not excessively relaxed, as 
is often the case with regional or even general anes- 
thesia. Two important features of postoperative care 
were ambulation and care of the bladder. Indwelling 
catheters were used only if the initiation of micturi- 
tion was really difficult. Spontaneous voiding was 
strongly encouraged. Early ambulation was practiced 
in order to reduce the danger of emboli. The entire 
mortality of this series, 3 patients or 0.6 per cent, was 
due to pulmonary emboli, and in each case the pa- 
tient had been denied early ambulation. On about 
the sixth day, many patients were put back to bed for 
several days during the time when surgical closures 
were at their weakest. Heavy lifting, straining, and 
coitus were avoided for a period of 8 weeks. 

Followup studies are available for 466 of the pa- 
tients who were operated upon (97.5 per cent of the 
surviving patients). Three hundred and thirty of them 
were personally examined by the author and an ad- 
ditional 121 replied to a questionnaire. Since the min- 
imum period of observation was 4 years, the author 
believes that a fair evaluation is possible. The modi- 
fied Manchester operation gave the following results: 
asymptomatic 73.1 per cent, moderate symptoms 21 
per cent, severe symptoms 1.7 per cent, and recur- 
rence 4.2 per cent. Anterior colporrhaphy combined 
with colpoperineorrhaphy gave significantly inferior 
results: asymptomatic 53.4 per cent, moderate symp- 
toms 22.7 per cent, severe symptoms 4.5 per cent, and 
recurrence 19.4 per cent. 

The majority of residual symptoms were not due to 
the prolapse, which usually had been corrected by 
surgery. Some symptoms were due to morbid proc- 
esses arising after the operation (e.g. senile vaginitis) 
and some were caused by poor operative technique 
(e.g. vault scarring). Many complaints were relieved 
by proper medical treatment. Recurrence of the pro- 
lapse was significantly less when cervical amputation 
was a part of the operative procedure. Invariably, 
amputation prevented subsequent elongation of the 
cervix. Either of the principal operations cured about 
two-thirds of those patients who had stress inconti- 
nence. These operations also produced incontinence in 
3 to 4 per cent of previously continent patients, often 
despite a good anatomic result. Pubococcygeal exer- 
cises are of value in the treatment of residual incon- 
tinence and should be tried before resorting to sec- 
ondary operative methods. A normal pregnancy and 
delivery are possible after a properly executed Man- 
chester operation, although there is some danger of 
recurrence. High cervical amputation is conducive to 
abortion and premature labor. 

A number of patients did not have an initial opera- 
tion because of minimal findings and symptoms, 
refusal of the patient, or severe coexisting disease. 
Ultimately, 60 per cent of this group were operated on 
because of progressive symptoms. Pessaries, when pre- 
scribed, were usually ineffective. 

The author concludes that a modified Manchester 
operation is an adequate form of treatment for genital 
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prolapse and is to be preferred over other surgical 
procedures because it best preserves the physiologic 
functions of the genital tract. 

—Lester T. Hibbard, M.D. 


The Etiology of Fibroids. Percy Mapas. Proc. R. Soc. 
M., Lond., 1957, 50: 381. 


ALTHOUGH FIBROIDs are the commonest of tumors, 
many aspects of their origin, their growth, and multi- 
plication are still obscure. 

Provided that no one of a set of multiple fibroids is 
too large, the distribution of the fibroids in the uterus 
conforms to one of two general patterns. In the first 
and less important type of distribution, small fibroids, 
seldom more than 2 cm. in diameter, are scattered 


irregularly over the surface of the uterus, not conform- | 


ing to any regular pattern. These tumors seldom be- 
come large. The second type of distribution is the 
more important because the tumors in this type under- 
go progressive growth and progressive multiplication. 
Almost invariably one fibroid in the set or pattern is 
larger than the rest. 

Fibroids do not develop in a centrifugal manner 
from a central nucleus. Their usual spherical shape is 
solely due to their compression by the surrounding 
myometrium. Their true form is that of an irregular 
spiral with a varying number of secondary offshoots. 

The myometrium is not homogeneous, but exhibits 
two kinds of differentiation. To begin with, its com- 
ponent muscle bundles are not straight but are dis- 
posed as a system of interlacing spirals. This is a con- 
sequence of the shape of the uterus. The uterus is an 
irregular solid, and in all irregular solids the lines of 
force along which the muscle bundles lie are not 
straight but geodetic—the shortest distance between 
any two points being a spiral curve. 

The author theorizes that the origin of fibroids can 
be postulated as the result of unresolved myometrial 
stress. This does not explain, however, why fibroids 
appear 3 times more frequently in colored than in 
white women. 

The author stresses the fact that fibroids are not 
neoplasms in the ordinarily accepted sense of the term, 
but local reactions arising in a tissue with a unique 
dynamic structure and one which is often subjected to 
long phases of physiologic disuse. 

—Ely Elliott Lazarus, M.D. 


Endometrial Lavage as an Aid in the Diagnosis of 
Carcinoma of the Endometrium. Danret G. Mor- 
TON, JERRY G. Moore, and Norman Cuanea. West. 
J. Surg., 1957, 65: 113. 


EXFOLIATIVE CYTOLOGY as revealed by the vaginal 
smear has proved to be of spectacular value in detect- 
ing cancer of the cervix at an early stage, even before 
the onset of symptoms in many instances. However, 
the vaginal smear has not been very reliable in the 
detection of carcinoma of the endometrium as false- 
negative results have been obtained in as many as 40 
per cent of the cases, principally because the vaginal 
pool has not contained a good sample of the endo- 
metrial contents. This has created a need for some 
simple and accurate means of screening patients for 
carcinoma of the endometrium, particularly those 


with irregular bleeding at or near the menopausal 
age. 

Reiaianiies samples of material from the endo- 
metrial cavity have been obtained for smearing and 
cytologic study by injecting a small quantity of 
sterile saline solution into the uterine cavity and as- 
pirating the return flow from the posterior vaginal 
fornix. The technique is simple and relatively painless, 
Lavage specimens have been obtained from patients 
with a great variety of conditions, who were unse- 
lected except for the attempt to include as many as 
possible with a history of irregular bleeding. The 
patients ranged in age from 17 to 87 years, the average 
being 45 years. Seven hundred ninety-seven lavages 
have been obtained from 673 patients. Some of the 
lavages were repeated because of an inadequate 
initial specimen or because of the finding of atypical 

lls 


cells. 
In 673 patients, the method accurately diagnosed 
cancer in the uterine cavity in 24 of 26 histologically 
proved cases. There were 11 false-suspicious or false- 
positive cases. This technique could be of great as- 
sistance in the management of irregular and excessive 
menstruation and of intermenstrual spotting at or 
near the menopause. —John R. Wolff, M.D. 


The Prognostic Significance of Glandular Involve- 
ment in Cold-Knife Conization Biopsies in Car- 
cinoma in Situ of the Uterine Cervix; an Analysis 
of 136 Cases, WitttamM S. Baker, JR. and Byron L, 
Hawks. Am. F. Obst., 1957, 73: 1266. 


ONE HUNDRED THIRTY-SIX patients with the diag- 
nosis of noninvasive cervical cancer are the subject of 
this statistical study. The authors prefer cold-knife 
conization in order to obtain a 360 degree specimen 
for biopsy. They state that from the 45 cases in this 
series, in which cancer involved the endocervical 
glands, such involvement did not appear to affect 
adversely the prognosis over a 5 year period. 
—M. Leon Tancer, M.D. 


Radical Surgery for Radioresistant Cervical Cancer. 
Joun D. and C. Bernarp Brack. Obst. 
Gyn., 1957, 9: 676. 


IT Is GENERALLY AGREED that reirradiation of re- 
current or radioresistant carcinoma of the cervix is 
largely ineffective. On the other hand, radical sur- 
gery offers a hope of cure when the malignant spread 
is confined to operable areas. Because satisfactory re- 
sults were obtained for only 1 patient among a large 
a receiving reirradiation at the Johns Hopkins 

ospital, it was decided in 1949 to treat radioresistant 
carcinoma of the cervix by radical surgery, if the 
procedure promised some hope of cure. 

The material for this study is comprised of 44 pa- 
tients with the following primary lesions: invasive 
epidermoid carcinoma of the cervix (34) and of the 
cervical stump (5); adenocarcinoma of the cervix (3) 
and of the cervical stump (1); treated invasive epider- 
moid carcinoma of the cervix with development of 
a subsequent adenocarcinoma (1). The criteria for 
the diagnosis of recurrence included a positive vaginal 
or cervical biopsy (41), a positive smear but negative 
biopsy (1), obvious clinical recurrence manifested by 
a large vaginal wall ulcer (1), and induration of the 
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right parametrium (1). The last mentioned patient 
was 1 of 2 who had no demonstrable tumor in the re- 
moved surgical specimen. The other patient had a 
positive cervical biopsy. In 2 cases, positive vaginal 
smears were associated with several repeated negative 
cervical biopsies before a definite diagnosis could be 
established. The average time for the diagnosis of 
recurrence after completion of irradiation was 12 
months, the shortest was 3 weeks, and the longest was 
14 years. 

In 39 of the 44 cases, prior irradiation had been 
administered at the Johns Hopkins Hospital by a 
technique designed to deliver 20,000 roentgens to 
the cervical canal, 8,000 roentgens to point A, and 
just less than 4,000 roentgens to point B. It was be- 
lieved that the treatment had been complete. 

There were 45 radical operations including 23 ex- 
enteration procedures of which 3 were total, 18 
anterior, and 2 posterior. Twenty-two radical Wert- 
heim operations were done, and all but 3 combined 
with a pelvic lymph node dissection. 

The operative mortality rate for the Wertheim oper- 
ation was 4.5 per cent (myocardial infarction during 
surgery) and for the exenteration operations a formi- 
dable 43.5 per cent. Uremia and embolic phenomena 
were the principal causes of death. Ureterosigmoid 
anastamosis did not prove to be a satisfactory method 
of urinary tract diversion as evidenced by a very 
high incidence of severe complications. Six of 7 fis- 
tulas of the urinary tract occurred after Wertheim 
operation and 5 of 6 intestinal fistulas occurred after 
exenteration operations. 

The 5 year salvage for all types of surgery has been 
25 per cent and the 3 year salvage has been 41 per 
cent. As might be expected, the majority of survivors 
have had a Wertheim operation. Only 1 patient has 
survived 3 years with evidence of tumor spread be- 
yond the paracervical or paravaginal tissues (Meigs 
and Brunschwig class C). Suburethral tumor metas- 
tases were usually associated with carcinoma else- 
where in the pelvis. When carcinoma recurred follow- 
ing operation, death usually occurred within 1 year 
and invariably within 3 years. 

It may be concluded that careful and frequent fol- 
low-up examinations are essential for patients re- 
ceiving irradiation treatment for carcinoma of the 
cervix. The salvage obtained in properly selected pa- 
tients justifies radical surgery for some radioresistant 
cases. —Lester T. Hibbard, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Observations on the Polycystic Ovary Syndrome. 
Wituram C. T. Brapsury, and 
FREDERICK J. STODDARD. Am. 7. Obst., 1957, 73: 954. 


TuE PoLycystic ovary syndrome, as described by Stein 
and Leventhal, is characterized by amenorrhea, occa- 
sionally menometrorrhagia, sterility, and hirsutism. In 
addition, the ovaries are large, pale, and polycystic, 
with thickened capsules. Microscopic examination re- 
veals that the ovarian tissue contains multiple cysts 
which exhibit hypertrophy and luteinization of the 
theca interna. It has been suggested that this syndrome 
18 synonymous with ovarian hyperthecosis. 

use the symptoms, particularly if appearing 
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early, are not always typical and because the lesser 
degrees of ovarian enlargement are sometimes not easy 
to demonstrate, the authors offer two new tests to aid 
in the diagnosis of the polycystic ovary syndrome. 

The first test consists of a qualitative determination 
of extracted urinary gonadatropins to judge whether 
the gonadatropin is primarily luteinizing (LH) or fol- 
licle-stimulating (FSH) in character, as indicated by 
the response of immature rat ovaries to a test dose. 
Hyperemia and hypertrophy of the thecal layer with 
little or no stimulation of the granulosa layer is pre- 
sumed to be due to a predominance of LH. Stimula- 
tion of the granulosa layer of the ovary would indicate 
a predominance of FSH in the tested urinary extract. 

Ten of 11 patients with proved polycystic ovaries 
showed an elevated LH gonadatropin excretion. This 
finding is consistent with the concept of ovarian hy- 
perthecosis in the polycystic ovary syndrome. 

The second test consists of injecting the patient with 
hog or sheep gonadatropic pituitary extracts contain- 
ing FSH. A positive response is indicated by a marked 
ovarian enlargement followed by a rapid regression 
and, possibly, a temporary resumption of menstrua- 
tion. Eleven of 12 patients with polycystic ovaries 
showed such a response. Among 36 control patients, 
only 1 had more than a slight enlargement. 

The fact that polycystic ovaries respond so readily 
to FSH indicates that the many vesicular follicles pres- 
ent were in a state of stasis rather than one of cystic 
degeneration or atresia. Response was by the rapid 
proliferation of the quiescent granulosa layer and the 
accumulation of follicular fluid. On the other hand, 
normal ovaries failed to enlarge greatly because not 
more than 2 to 4 cystic follicles were available for stim- 
ulation. 

The authors propose, on the basis of this experience, 
that the urinary assay of LH and a course of FSH in- 
jections are diagnostic aids in suspected cases of the 
polycystic ovary syndrome. Perhaps these methods of 
detection will result in an earlier diagnosis and better 
therapeutic results by the utilization of accepted meth- 
ods of ovarian resection. —Lester T. Hibbard, M.D. 


The Diagnosis and Therapy of Tubal Occlusion 
(Diagnostik und Therapie des Eileiterverschlusses, 
deren und Grenzen). R. FIKENTSCHER. 
Geburtsh. & Frauenh., 1957, 17: 301. 


THIS ARTICLE is the summary of a paper presented by 
the author, head of the II University Women’s 
Clinic in Munich, at the 1956 World Congress for 
Fertility and Sterility in Naples. The modern concept 
of the function of the uterine tubes is reviewed first, 
and some important points beyond simple mechanical 
patency are brought out, e.g., motility of the tubes in 
regard to reception and transport of the ovum, the 
blood supply and its effect on the muscles and physi- 
ology of the tubal wall, the importance of an intact 
endosalpinx with ciliary activity, normal endo- 
salpingian secretions which may be vital for the 
nourishment of the ovum, and hormonal and nervous 
factors. 

In view of these facts, the diagnostic importance of 
pressure graphs at the time of tubal insufflation or 
hysterography becomes evident, even though recent 
investigations (Stabile) have shed doubt on their 
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value as uterine contractions may be responsible for 
oscillations. A multitude of devices for tightly fitting 
the instrument into the cervix, controlled pressure, 
and graphic recording are discussed. The author and 
Semm have devised a cervical balloon catheter which 
occludes the cervical canal like the bulb of a reten- 
tion catheter and can be hooked into the cervix for 
use during surgery. 

The controversy between oil and water soluble con- 
trast media cannot be decided since both have ad- 
vantages and both can produce inflammatory reac- 
tions. Pertubation with air or radiopaque material 
are complementary methods and may have to be 
repeated often for diagnostic as well as therapeutic 

urposes. Recent advances of roentgen demonstration 
(clauneade reproduction) will make the radiation 
hazard to the gonads negligible; embolism is rare 
enough in the hands of the specialist. Both procedures 
are practically without morbidity when the patient 
is in good condition (no elevated temperature or 
sedimentation rate), has no acute or subacute pelvic 
infection, has no pathogenic bacteria in the cervical 
smear, and is forced to rest in bed for 24 hours after 
the procedure. Most gynecologists do pertubation in 
the second week of the cycle because of less danger of 
disturbing a pregnancy or causing an infection, and 
in view of the anticipated optimum for conception. 
Some do the procedures between the twelfth and 
_ eighteenth days of the cycle (after sexual abstinence) 
as the corpus luteum phase appears to decrease the 
spasticity of the uterus and tubes. 

Other methods of diagnosing tubal patency include 
(ascending) hydrotubation, the injection of methylene 
blue (to be recovered by colpocentesis), and the 
instilling of phenolphthalein solution into the uterus, 
which may be recovered from the urine within 20 to 
30 minutes if the tubes are open. The descending 
methods include the intraperitoneal injection of 
olive oil (Conill-Serra) or of a starch suspension 
(Decker), and their demonstration in the cervical 
smear (with Sudan stain or iodine). The value of 
culdoscopy has been stressed in recent years. 

When all diagnostic methods are exhausted, con- 
servative treatment is always attempted first, and 
surgery is only resorted to if there is a fair chance of 


success. Malformations of the tubes, occlusion of the 
tube due to tuberculosis or endometriosis, and certain 
forms of hydrosalpinx are unsuitable for surgical 
approach, The available surgical methods can be 
classified in the following order: 

1. Removal of mild obstruction with pertubation 

2. Salpingolysis: dull or sharp dissection of peri- 
tubal adhesions or dilatation at the time of laparoscopy 
or laparotomy 

3. Restitution of the ampullar opening with fim- 
briolysis and/or the formation of flaps, one of which 
is sutured to the ovary 

4. Salpingostomy after amputation of the ampullar 
end of the tube with operative eversion of the en- 
dosalpinx 

5. Anastomoses with or without polyethylene tub- 
ing after excision of diseased tubal sections, with or 
without serosal sutures 

6. Implantation of the tube into the uterus with 
different techniques of opening a passage and suturing 

7. If the tubes are completely useless ovarian im- 
plantation into the uterus can be tried as a last resort. 

Most important in all sterility operations is pro- 
phylaxis against adhesions. For this purpose accurate 
peritonization is important, and often hoods of 
polyethylene or amniotic membranes have been used 
to protect the site of a new anastomosis. Antibiotic 
treatment can be enhanced by ACTH or cortisone 
because of their antiphlogistic and antifibroplastic 
effect. Injections of xylocaine with hydrocortisone 
have been used recently to relieve tubal occlusion. 
Pertubation is advisable after all, of these operations 
have been done to maintain patency, and estrogens 
probably will stimulate the proliferation of the tubular 
epithelium. 

Fairly good results can be expected with the first 
three groups of procedures, and occasional surprising 
results in the hands of the specialist with the more 
difficult ones. The relatively successful surgical ap- 
proach to refertilization after artificial interruption of 
tubal continuity has been explained on the basis of 
well preserved and healthy tissues. This article is 
accompanied by an exhaustive list (about 170 titles) 
of the recent world literature. 

—W. D. Bergman, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Ovarian Pre cy; Review of World’s Literature 
and Report of a Case (Embarazo ovarico; aporte de 
un caso y estudio de la literatura mundial). Hécror 
L. Quark: and Héctor J. PENA. Sinopsis obst. gin., 1957, 

4:1. 


THE AUTHORS report the case of a multiparous woman, 
with regular menstrual periods. Eighteen days after 
her last normal period, metrorrhagia started and con- 
tinued for almost a month, associated with ptyalism 
and nausea. On pelvic examination, a nontender, 
mobile adnexal mass the size of a tangerine was found 
on the right side. The left adnexa were the size of a 
walnut. The Friedman reaction was positive. As an 
ectopic pregnancy was suspected, the patient was ex- 
plored, but the only pathologic finding was an ectopic 
pregnancy in the right ovary and some adhesions 
from the ovary to a loop of small bowel. A two-third 
subtotal oophorectomy was done on the right side. 
The patient had an uneventful recovery. years 
later she had a normal delivery and 9 years after this 
a superficial carcinoma of the cervix was discovered, 
for which a total hysterectomy and bilateral salping- 
oophorectomy were performed. At the time of this 
report the patient was in perfect health and consid- 
ered to be cured. 

The macroscopic examination of the ovarian preg- 
nancy in this case showed a hematoma the size of a 
prune, without a visible ovular cavity and ovarian 
rests on its wall. 

The authors review the world’s literature since the 
first reported case at the beginning of the seventeenth 
century. Up to this date, according to Morel, there 
are no less than 400 published observations considered 
as ovarian pregnancies. It is considered that if Spiegel- 
berg’s criteria are applied, with the modifications of 
Norris, and of Lea, Williams, and Jacobson, the num- 
ber of true ovarian pregnancies reported is consider- 
ably reduced. 

These accepted criteria are: (1) the homolateral 
tube and fimbria must be intact and separated from 
the pregnant ovary, (2) the ovular sac should occupy 
the place of the ovary, (3) the ovular sac must be con- 
nected with the uterus by means of the utero-ovarian 
ligment, (4) ovarian tissue must be found in the wall 
of the fetal sac, (5) microscopic evidence of pregnancy 
should not be found in the tube, and (6) the ovarian 
tissue should be scattered in the wall of the ovular sac. 
This is important because in some advanced cases of 

ncy in the tube, the ovary may form part of the 
, being compressed or adherent. The embryo or 
fetus need not be found. 

The authors consider ovarian pregnancy as the 
rarest form of extrauterine pregnancy, except for the 
primary abdominal and the cervical types. According 
to Hertig, it represents 0.7 to 1.07 per cent of all ecto- 
pic pregnancies; its ratio to other ectopic pregnancies 
is 1 to 117 according to Baden and Heims, and 1 to 
209 to orthotropic pregnancies. 


61 


The authors reviewed 18 statistics comprising 4,097 
ectopic pregnancies, and found that the mean ratio 
between ovarian pregnancy and all the other ectopic 
pregnancies was 0.65 per cent. In their own statistics 
there was one case among 309 ectopic pregnancies 
(0.32 per cent). 

The literature concerning the coexistence of ectopic 
and normal pregnancies is reviewed and it is empha- 
sized that if, after the extirpation of an ectopic preg- 
nancy, metrorrhagia does not occur in 24 to 48 hours, 
a coexistent normal pregnancy should be suspected 
and measures should be taken to prevent its inter- 
ruption. The authors collected 268 cases in the world’s 
literature and their own case made a total of 269 cases 
included in this study. 

They classified the ovarian pregnancies partially 
by following the classification of Wittenberg and Ries, 
Baden, om 

. Primary (True 
Dee 


A. p 
Intrafollicular 
2. Interstitial or Juxtafollicular 
B. Superficial : 
1. True Superficial 
Suprafollicular 
II. Secondary 
III. Combined 

Of the 269 cases reported, 48 were superficial, 46 
intrafollicular, 3 extrafollicular, 3 juxtafollicular, 1 
deep, 1 suprafollicular, and 1 cortical or interstitial; 
in the remaining 95 cases the particular type of im- 
plantation could not be determined. All of these partic- 
ular types of implantation can be more easily identi- 
fied in early pregnancies. The authors present all the 
theories and hypotheses concerning the etiology and 
pathogenesis of this condition. 

In 239 cases reported in the world’s literature, the 
mean age of the patient was 29.8 years. Fifty-six per 
cent of these cases occurred in patients between 25 and 
34 years of age. 

The authors analyzed 191 cases of the literature and 
found that in only 21.4 per cent the patients did not 
have previous pregnancies, and in only 2.09 per cent 
were the previous pregnancies ectopic. They con- 
cluded that the cases with ovarian pregnancy do not 
show special characteristics from the fertility stand- 
point. The symptomatology will vary according to the 
age of the pregnancy and the presence of rupture. 
During the first half of the pregnancy, the clinical 
picture will be that of the common ectopic type, with 
or without rupture or hemorrhage. During the second 
half the condition is not diagnosed or is considered a 
secondary abdominal pregnancy. Only one case com- 
plicated by eclampsia has been reported. Rupture is 
the usual evolution, occurring mainly during the first 
3 months. Congenital malformations of the fetus were 
found in 50 per cent of the cases of ovarian pregnancy. 
Of the 237 cases studied by the authors, 194 (81.8 per 
cent) ended within the first trimester, 13 (5 per cent) 
in the second, and 30 (12.6 per cent) in the third. Of 
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the 194 cases that ended during the first three months, 
149 ruptured. In 170 cases a careful histological ex- 
amination was made and the embryo was found in 69. 
Among the 30 viable pregnancies, 12 children were 
alive and 18 dead. 

In 140 of 246 cases, the site of the pregnancy was on 
the right side in 105 on the left and in 1 it was bi- 
lateral. The presence of chorionic villi in the ovary is 
considered as a pathognomonic pathologic finding. 
The prognosis in this condition is the same as in other 
ectopic pregnancies, i.e. favorable if opportunely 
treated. The treatment consisted of oophorectomy and 
salpingectomy in 216 cases in the literature, adnex- 
ectomy in 115 cases (53.4 per cent) oophorectomy in 
63, and in 1 case, the operation was bilateral because 
of the presence of a serosal cyst. In 25 cases, partial 
oophorectomy and resection of the ovular sac only 
were performed. Conservative surgery can be per- 
formed if the patient’s condition and the associated 
pathology permit. In 10 cases, total hysterectomy was 
done because of the associated pathology. The main 
complication and risk of this condition when surgic- 
ally treated is the bleeding from a placenta partially 
implanted outside of the ovary. Some authors advise 
that the placenta be left in place, marsupialized, or 
resected only partially. — Jose L. Bravo, M.D. 


Management of Toxemia of Pre 


cy with Re- 
serpine; Maternal Effects. S. F. 


ocERS, J. E. Linp- 
Ley, J. H. Moyer, and M. Desmonp. Obst: Gyn., 
1957, 10: 17. 

AN ACTIVE, rational plan for the management of 
toxemia has been presented which embodies the fol- 
lowing factors: early blood pressure control, primar- 
ily with reserpine; supportive measures such as oxy- 
gen, fluid balance, diuretics, tracheotomy, bed rest, 
and sedation; and early termination of pregnancy, 
preferably by induction of labor when blood pres- 
sure is controlled. 

A series of 303 cases has been presented in which the 
aforementioned management was used. The results 
obtained make the following advantages apparent. 

The use of reserpine and hydralazine for effective, 
safe blood pressure control makes possible more rapid 
stabilization of the toxemia. This early stabilization 
allows earlier delivery in the seriously ill patients by 
the appropriate method. 

A desirable amount of sedation is obtained as a side 
effect of reserpine. 

The bradycardia effect of reserpine cancels the un- 
desirable tachycardia of hydralazine. 

Reserpine may be used more freely without the fear 
of the drastic falls in blood pressure associated with 
the use of the more dramatic hypotensive agents, such 
as veratrum and hydralazine. 

Maternal morbidity and mortality are decreased, 
and fetal salvage is increased by the use of this method 
of management. 

Ninety-two per cent of the patients obtained a nor- 
motensive blood pressure response from this form of 
treatment. 

Reserpine alone, or in combination with hydrala- 
zine, offers the most effective, rational approach for 
the control of blood pressure in toxemia of pregnancy. 

—john R. Wolff, M.D. 


7 Fiber and Toxemia of Pregnancy. JOHANNA 
and A. D. Hewson. Med. Australia, 
» 1: 761. 


THE PuRPOSE of the study is to examine the hypothesis 
of Hipsley that a diet high in fiber content is related 
to a low incidence of toxemia of pregnancy. The pa- 
tients were selected from the Royal Hobart Hospital, 
Hobart, Tasmania. The entire group consisted of all 
the patients admitted with a diagnosis of pre-eclamp- 
tic toxemia. This selection was based upon a blood 
pressure of 140/90, and/or albumin in a catheterized 
specimen of urine, and/or pitting edema, and/or 
excessive weight gain. Excluded from this group were 
those patients who had a proved history of hyperten- 
sion prior to the twenty-fourth week of pregnancy and 
a few patients were also excluded because of lack of 
information concerning this point. A control group of 
unselected but equal number of patients were also 
studied. The dietary histories were taken on both 
groups of patients. These were subject to analysis as 
to the fiber content. The average fiber content in the 
diet of the toxemic group was found to be 4.8 grams 
as compared to the control group of 6.9 grams. Two 
tests indicated significant differences. 

It appears from a review of the literature that the 
incidence of toxemia of pregnancy varies considerably 
from one racial group to another, and that there is 
some indication that this may be related statistically 
to the fiber content of the diet. It would seem of 
particular importance to investigate whether the key 
factor is the fiber content or some other food factor 
related to the fiber content. 

— James F, Donnelly, M.D. 


The Clinical Manifestations of Kernicterus in Eryth- 
roblastosis (Die klinischen Erscheinungen des Kernik- 
terus bei Erythroblastosis foetalis). GisELA STRACKE. 
Geburtsh. & Frauenh., 1957, 17: 239. 


SIxTEEN casEs of infants suffering from kernicterus 
were studied. Kernicterus, a neonatal brain disorder 
characterized by degenerative changes, especially of 
the basal nuclei, is a syndrome found with erythroblas- 
tosis fetalis (hemolytic anemia of the newborn). It 
results from hemolysis caused by agglutinins against 
the Rh factor, and occasionally from agglutinins with 
ABO incompatibility. In most cases kernicterus as- 
sociated with erythroblastosis is characterized by se- 
vere jaundice (icterus gravis). A defective cerebral 
blood supply is said to play an important role in 
its pathogenesis. It must be differentiated from other 
types of neonatal jaundice: physiologic jaundice (ap- 

rs after the second day of life), congestive jaundice 
Lotaesenmmie is absent), congenital biliary atresia 
(light gray meconium, fat rich stools), septic jaundice 
(signs of sepsis), syphilitic jaundice (positive serology, 
signs of congenital syphilis), and epidemic hepatitis 
(rare in the first days of life). 

In a typical case of kernicterus the amniotic fluid 
and vernix caseosa are of yellowish tint. The placenta 
is pale and boggy. Jaundice is present at birth or de- 
velops soon after. The urine is icteric. Hepatomegaly, 
splenomegaly, and edema are common. A bleedi 
tendency is often evident. The child is somnolent 
anorexic, and neurologic symptoms develop in 3 or 4 
days. These consist of opisthotonos, tonic spasms of the 
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extremities, facial grimacing, nystagmus, so-called 
cerebral cry, hypothermia or hyperthermia, and res- 
piratory and swallowing malfunctions. 

The prevention of kernicterus depends on the pre- 
vention of maternal sensitivity to the Rh or 
blood systems. Although exchange transfusions have 
decreased the mortality of kernicterus it is question- 
able if they have improved the chances of the child in 
growing normally without neurologic damage. 

— Warren R. Lang, M.D. 


Cardiac Infarction and Pregnancy. JARL ForssELL and 
Tom Brunia. Acta med. scand., 1957, 157: 387. 


CaRDIAC INFARCTION during pregnancy is extremely 
rare. In 1954, reliable reports in the literature re- 
vealed that in 160,000 maternity cases, 1 case of 
coronary disease occurred per 40,000 pregnancies. To 
date in the available literature, 16 cases of cardiac in- 
farction in pregnancy have been reported, including 
the 2 cases described in this article. All cases but 1 
were in patients 33 or more years of age. Most of the 
patients were multiparas. 

The infarction usually involved the anterior wall of 
the left ventricle either anteroseptally or anterolater- 
ally. The prognosis is usually good for both mother 
and child. Arterial hypertension was present in the 
history of practically all of the patients. As a rule the 
hypertension was accompanied by symptoms of an- 

ina. The time of occurrence of the infarction varied 
tween the second and eighth month of pregnancy. 

The occurrence of a cardiac infarction in pregnancy 
does not necessarily constitute an indication for in- 
terrupting the pregnancy. A pregnant patient with 
cardiac infarction should be treated on ordinary car- 
diologic principles,’ despite the fact that dicumarol 
passes through the placenta and may cause hypopro- 
teinemia in the fetus with hemorrhagic manifesta- 
tions. This phenomenon is rare and should not be a 
deterent to adequate treatment. Cesarean section may 
be performed, but only because of obstetric indica- 
tions. —Harry Fields, M.D. 


LABOR AND ITS COMPLICATIONS 


Study of 281 Trials of Labor After Roentgenologic 
Control (Etude de 281 épreuves du travail apres con- 
trole radiologique). M. Mayer, R. Hervé, F. Morin, 
and J. Cuaxut. Gyn. obst., Par., 1956, 55: 460. 


DurING THE INTERVAL from 1950 to 1956, 281 pa- 
tients with roentgenographic evidence of pelvic bony 
dystocia were subjected to a trial of labor. During this 
same period a total of 10,740 patients were delivered 
at the same institutions where the former group were 
observed. Thom’s technique of roentgenographic pel- 
vimetry was employed on patients who met the fol- 
lowing qualifications: primipara with breech or ce- 
phalic presentation without engagement at the eighth 
month; multipara with unexplained dystocia in a pre- 
vious labor and pelvic findings on palpation which 
suggested some anomaly. These criteria resulted in 
1,286 pelvimetries. The 281 patients selected for trial 
of labor had one or more pelvic measurements as fol- 
lows: inlet (anteroposterior) 9.7 to 8.5 cm., in trans- 
verse direction, 11.7 to 10.5 cm; midpelvis (antero- 
posterior) 11.3 to 10.1 cm., in transverse direction 
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10.2 to 9.0 cm. In this same group of patients, 42 per 
cent were not suspected clinically of having pelvic 
contraction. In 39 per cent of the cases the clinical 
diagnosis of pelvic abnormality was confirmed by the 
roentgenograms. The remaining cases were suspected 
clinically of being an anomaly. 

The average infant weight was 3,110 grams for the 
281 deliveries. The average weight for those requiring 
cesarean section was 3,470 grams, for those requiring 
forceps 2,870 grams, and for those with spontaneous 
termination of the pregnancy 2,970 grams. 

Thirteen per cent of the patients had an inlet con- 
traction alone, 49 per cent had a midpelvic reduction, 
and 38 per cent had both. The anteroposterior di- 
ameter of the inlet and the transverse inlet of the mid- 
pelvis were the most frequently contracted diameters. 
Fifty-nine per cent of the deliveries terminated spon- 
taneously regardless of the type of contraction. Fif- 
teen per cent were delivered by forceps. Most of these 
cases exhibited midpelvic dystocia alone. Cesarean 
section was done in 25 per cent of the cases, the most 
common finding being inlet and midpelvic contrac- 
tion combined. ‘The low incidence of forceps deliveries 
was attributed to the frequent intravenous use of 
pitocin which enabled many of the cases to terminate 
spontaneously. 

The average duration of labor was 10 hours for 
spontaneous delivery. The duration for spontaneous 
delivery with midpelvic contraction alone was double 
that for other types of dystocia. For forceps delivery 
the duration of labor was 16 hours. Midpelvic arrest 
and failed rotation were thought to be the factors 
which prolonged these labors. Cesarean section was 
done on the basis of factors related to the mode of 
delivery and the management of mother and child. 
It was not thought that the fetopelvic disproportion 
was a factor. The prenatal mortality was considered 
comparable to that encountered with other deliveries 
at the same institution and with figures reported else- 
where. 

-The apparently high rate of cesarean section (25 
per cent) is reasonable when it is noted that this was 
a selected group. When these cases were combined 
with the over-all group the cesarean rate amounted to 
3.24 per cent. 

Study of the roentgenograms for classification as to 
the type of pelvis revealed that in 56 per cent it was 
gynecoid, in 30 per cent platypellic, in 10 per cent 
android, and in 4 per cent anthropoid. The posterior 
occiput mechanism of labor was frequently encoun- 
tered in the android and anthropoid pelvices. Eighty- 
nine per cent of the patients with a gynecoid pelvis 
delivered by the occiput anterior mechanism. 

Roentgenographic pelvimetry appears to be a use- 
ful control for dystocias resulting from a contracted 
pelvis. Not only the measurements but also the 
general configuration of the pelvis should be used in 
conjunction with the clinical picture as a guide to the 
management of labor.—George C. Lewis, jr., M.D. 


A Clinical Analysis of 8,063 Cases of Painless Labor 
by the Psychoprophylactic Method. Cu’EN WEN- 
Cun. Chin. M. 7., 1957, 75: 337. 

PAINLEss LABOR by the psychoprophylactic method 

was introduced by Platonov, et a/, in 1949 on the basis 
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of the physiologic theory of Pavlov. An analysis of 
8,063 patients delivered by the psychoprophylactic 
method at the Maternity Hospital of the Peking 
Medical College from January 1953 to December 
1955 is presented. 

During this time all women in the thirty-second to 
thirty-fourth week of pregnancy were candidates for 
the psychoprophylactic method of delivery. The 
method consisted of 3 antenatal classes held at weekly 
intervals. The anatomy of the female pelvic genital 
organs, the physiology of pregnancy and labor, and 
how pain might be eliminated were discussed. Breath- 
ing exercises were taught and explained. Patients who 
had undergone childbirth by this method were invited 
to tell of their personal experiences. The expectant 
parturients were shown around the maternity ward 
and the labor and delivery rooms to familiarize them 
with their new environment. 

When the patient was admitted for delivery, she 
was greeted and given a friendly welcome. During 
labor, she was informed from time to time of the 
progress of labor and the management given. She was 
then encouraged to cooperate, according to the in- 
structions given her, during the different stages of 
labor, in breathing, relaxing, and straining. 

The 8,063 patients in whom the psychoprophylactic 
method was used represent 92.8 per cent of all the de- 
liveries in the 3 year period. One quarter of the pa- 
tients were primiparas and three quarters of them 
multiparas. In the whole series successful results were 
obtained in 94 per cent. 

The average blood loss among the patients in the 
painless labor group was somewhat less than the cor- 
responding figures in the control group. 

The percentages of success in cases of breech pre- 
sentation and of forceps delivery are significant. The 
psychoprophylactic method was better in multiparas 
with 4.3 per cent failures, than in primiparas with 9.6 
per cent. 

The causes of failure are listed as insufficient ante- 
natal education, insufficient care and attention, and 
unsuitable environment. The results in 7,406 cases of 
full-term, occipital, anterior spontaneous delivery are 
compared with those of a control group of 3,496 cases 
in regard to the duration of labor and to blood loss. 
The average duration of labor in the patients con- 
ducted by the psychoprophylactic method is shorter by 
2.02 hours in primiparas and by 1.56 hours in multi- 
paras than in the control group. The average blood 
loss is also less in the former group. 

The psychoprophylactic method of painless labor 
can be generally adopted with success in all cases of 
labor, whether in primiparas or in multiparas, with or 
without complications, and whether the patients are 
delivered spontaneously or operatively. 

—AHarry Fields, M.D. 


Preliminary Report on the Use of Relaxin in the 
Management of Threatened Premature Labor. 
McCartuy, JrR., Henry W. Ervine, and 

ONARD E, Laure. Am. ¥, Obst., 1957, 74: 134. 


THIRTY PATIENTs admitted to the hospital in threat- 

ened premature labor were studied. Alternate pa- 

tients were treated with the hormone, relaxin. 
Relaxin has an inhibiting effect on premature 


uterine contractions. It appears to be contraindicated 
if the membranes have ruptured prematurely. It has 
been found to be of little use in the presence of pla- 
cental pathology or severe maternal complications. 
Although the control material in the uncomplicated 
cases was insufficient, relaxin appears to have a defi- 
nite place in arresting premature uterine contractions 
in these cases. —Charles Baron, M.D. 


» Newer Knowledge and Present Clinical 
Gorpon Douc.as, ELMER E. KRAMER, and 
Roy W. Bonsngs. Am. 7. Obst., 1957, 73: 1206. 


CHEMICALLY PURE OXYTOCIN from both natural and 
synthetic sources is capable of initiating and stimu- 
lating labor at or near term. It is also capable of 
initiating the emission of milk. 

The use of oxytocic hormone to produce the emis- 
sion of milk and in the treatment of breast compli- 
cations requires further evaluation, and its clinical 
usefulness is yet to be determined. 

The intravenous use of the oxytocic hormone, 
pitocin, for the induction and stimulation of labor 
is generally well established. If it is used under the 
conditions described in the original article it is safe 
for the mother and the baby. If the conditions cannot 
be fulfilled the hazards are too great to justify its use. 

The susceptibility of the uterus to oxytocin in pa- 
tients at or near term seems to vary tremendously. 
Some individuals require much larger anounts than 
others for the induction or stimulation of labor. 

—Charles Baron, M.D. 


Uterine Contractility in Polyhydramnios and the Ef- 
fects of Withdrawal of the Excess of Amniotic Fluid, 
R. S. V. Pose, and H. ALvarez. 
Am. F. Obst., 1957, 73: 1238. 


THERE APPEARS to be general agreement that poly- 
hydramnios is associated with overdistention of the 
myometrium and as a consequence there is increased 
tone of the uterus and reduction in the force of the 
contractions. Removal of the excessive fluid is con- 
sidered the best therapeutic measure to improve the 
contractility of the uterus associated with polyhy- 
dramnios. There is a high incidence of prematurity 
associated with polyhydramnios which may be re- 
lated to the overdistention of the uterus itself. 

Twenty-five patients with polyhydramnios were 
studied at the University of Uruguay by means of an 
intrauterine polyethylene catheter and electromanom- 
eter. The patients could be divided into those with 
high tone and those with low tone. In both cases the 
intensity of the contractions was reduced. Those pa- 
tients exhibiting low tonus, however, showed much 
less tendency to go into labor with removal of the 
fluid. The prolongation of labor frequently associated 
with polyhydramnios is believed to be due to the de- 
creased efficiency of the contractions and could be 
corrected by removal of the excessive fluid. No un- 
usual third stage complications, particularly hemor- 
rhage, were encountered in this series. 

Several hypotheses are advanced to explain the 
uterine behavior associated with polyhydramnios. 
These hypotheses are primarily concerned with the 
mechanism and endocrine changes are not con- 
sidered. — James F. Donnelly, M.D. 
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Postpartum Cerebral Thrombophlebitis (Les thrombo- 
phlébites cérébrales du post-partum). JEAN Dusors. 
Gyn. bost., Par., 1956, 55: 472. 

CEREBRAL THROMBOSIS has been noted only rarely in 

the past as a complication of the puerperium. How- 

ever, following the report by Sigmund, Sheehan, and 

Purdon-Martin in 1937 on the venous pathology of 

the encephalon this medical problem became more 

widely recognized and more frequently reported. 

The lack of any typical syndrome and the frequency 
of spontaneous recovery make it difficult readily to 
establish the diagnosis of cerebral thrombophlebitis. 
The present study is a review of 18 observations by 
Garcina and Pestel and 29 cases described in other 
articles. 

The vessels usually involved are the superficial veins 
of the cerebral hemispheres and their associated sin- 
uses in the parietal and frontal regions. Very rarely 
involved are the vessels of the central brain and stem. 

The frequent anastomosis and absence of valves in 
the superficial veins are thought to play a major role 
in the clinical and pathological picture. The path- 
ology is that of thrombosis, blockage of a vein, cere- 
bral edema, interstitial extravasation of the blood, and 
anoxia of the nerve tissue. Extension of the clots may 
occur into the sinuses without obstructing them, but 
the spread may continue with reentry into other veins 
from the sinuses. When veins in the region of the pac- 
chionian granulations are involved, cerebral fluid 
resorption may be obstructed and intracranial hy- 
pertension generally results. The clinical picture de- 
pends entirely upon the primary site or sites and the 
ultimate pathways of spread of the clot. 

Thirty-two of the patients survived the condition 
but 9 of them exhibited significant neurologic se- 

uelae. There were 4 with involvement of the veins of 
len and all of these died. 

The etiology of the phlebitis is considered to be 
a primary vascular disease within the cerebral veins 
and not the result of embolic spread from the pelvis or 
other sites of thrombosis. The usual factors of delivery 
and postpartum management which may lead to 
thrombosis in the pelvis or extremities may just as 
readily lead to cerebral vascular disease. Primiparous 
patients were involved in 23 cases; secundiparous in 
8 cases, and multiparous in 10 cases on the basis of 
parity data available for 41 patients. In 21 cases the 
delivery was spontaneous without obstetrical or med- 
ical complication. Twenty-six patients had complica- 
tions of varying degree. The most significant was the 
finding of thrombophlebitis in the lower extremities of 
7of the patients. 

The onset of the syndrome usually occurs during 
the second or third week after delivery. Cases have 
been reported as early as 4 days and as late as 4.5 
months after delivery. 

Clinically, the illness appears to start suddenly, 
predominantly with a convulsion, paralysis, an intra- 
cranial hypertensive syndrome, or psychotic mani- 
festations. Convulsions were the primary symptoms 
in 29 of the patients and paralysis marked the onset in 
7. Intracranial hypertension was seen first in 10 pa- 
tients. The last syndrome is characterized by severe 
headache, stupor, confusion, photophobia, nausea, 
and vomiting. Usually there is a prodrome prior to 
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the abrupt symptoms and signs. The preliminary 
manifestations are headache, facial neuralgia, and 
transient minor paralysis or paresthesia. 

Following the abrupt onset of the major neurologic 
alterations there are remissions and relapses. A re- 
lapse may consist of the original manifestation or of 
different findings alone or combined. Recovery is usu- 
ally marked by gradual diminution of the severity of 
the convulsions or paralyses. If death is to be the re- 
sult, the opposite picture is seen. Frequently the termi- 
nal phase is marked by the intracranial hypertension 
syndrome; there is hyperpyrexia, a rapid, weak pulse, 
irregular respiration, and coma. The course of the 
illness may take from a few days to several weeks re- 
gardless of the final outcome. 

Patients present few findings other than the neur- 
ologic type. Typically, there is a polynuclear leuco- 
cytosis, a rapid sedimentation rate, and the Vernes 
resorcin test is positive. Cerebrospinal fluid examina- 
tion may reveal an increase in albumin content and 
red blood cells. Frequently no abnormality is noted. 

The therapy consists of a combination of sedation, 
anticoagulants, and anti-infection agents. The onset 
of an abrupt neurologic illness in the puerperium calls 
for a careful evaluation of the patient to establish the 
diagnosis of cerebral thrombophlebitis. Prompt ther- 
apy will enhance the probability of a favorable out- 
come. Surgery appears to play no important part in 
the primary therapy but may be of value in the pre- 
vention of embolic phenomena which occasionally 
occur. —George C. Lewis, Fr., M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


The Placental Polyp (El pélipo placentario). ARMANDO 
E. Nocuféz and Héctor J. PENA. Obst. gin. lat. amer., 
1956, 14: 305. 


THE PLACENTAL POLY?P is a rare conditon which was 
seen in only 3 cases among 21,112 admissions studied 
at the gynecological clinic. The authors consider the 
term “placental polyp” more adequate than “benign 
placentoma” because the latter implies the idea of 
neoplasia. Its pathogenesis is not clear, but nearly 
everybody agrees that the retention of placental rests, 
factors that decrease the uterine contractility, and also 
endometritis play a very important role. There is re- 
tention of decidua, chorion, and amnios, but the 
mechanism of polypoid trasformation is not clearly 
understood. 

Polyps can be sessile or pedunculated, of variable 
size, red cherry in color, irregular, and friable. Histo- 
logically, three layers can be identified. The deepest 
one is formed by the uterine decidua, atrophic or in 
involution state, the middle one is made up of intact 
or degenerated chorionic vesicles, stroma, and blood 
en and the superficial layer is made of fibrin and 

ood. 


The base of the polyp shows signs of chronic inflam- 
mation and also venous sinuses responsible for the 
hemorrhage observed when the spontaneous elimina- 
tion of the polyp occurs. The main symptom is bleed- 
ing of variable degree and severity, continuous or 
intermittent, and associated with vaginal discharge. 
The disease occurs mainly in multiparas following an 
abortion by a variable period of time. On pelvic ex- 


ated 
has 
pla- 
ions, 
ated 
defi- 
fons 
D. 
Lical 
and 
and 
imu- 
le of 
mis- 
npli- 
nical 
one, 
abor 
the 
safe 
nnot 
use. 
pa- 
usly. 
than 
D. 
Ef- 
uid. 
doly- 
f the 
ased 
f the 
con- 
> the 
lyhy- 
urity 
2 re- 
were 
of an 
nom- 
with 
s the 
pa- 
nuch 
f the 
iated 
e de- 
d be 
) un- 
mor- 
1 the 
nios. 
1 the 
con- 
D. 


66 International Abstracts of Surgery - January 1958 


amination the internal os is open, allowing, at times, 
palpation of the polyp itself. The uterus is enlarged, 
soft, or firm, remaining the picture of uterine involu- 
tion. 

Diagnosis is very difficult and differentiation should 
be made from myoma, metropathia hemorrhagica, 
and choriocarcinoma. The recent history of delivery 
or abortion may help in the diagnosis. Hysterography 
may show a filling defect. The differentiation from 
choriocarcinoma can be made by the absence of ma- 
lignant degeneration of the chorionic villi, the absence 
of invasion of the uterine wall, and the clear separa- 
tion between the uterine wall and the polyp. The dis- 
ease is usually of benign character, although the pos- 
sibility of its being malignant should be always kept 
in mind. 

According to the authors, the placental polyp 
should be treated with energetic curettage of the 
uterine cavity followed by the use of antibiotics. Some 
authors recommend hysterectomy. If a malignant 
condition is suspected, periodical biological tests to 
determine the levels of chorionic gonadotrophin 
should be made in order that radical surgery can be 
performed if the tests remain positive or the bleeding 
recurs. 

Three clinical cases of placental polyp are pre- 
sented. One of the patients was subjected to partial 
hysterectomy and the other to total and bilateral 
salpingo-oophorectomy. In both cases the preopera- 
tive diagnosis had been submucous myoma. The true 
diagnoses were made only by pathological examina- 
tion. The third patient had a polypoid mass pro- 
truding through the external os. She was treated with 
curettage, and the positive Friedman reaction be- 
came negative 14 days after the operation was per- 
formed. 

The authors conclude that the diagnosis of placen- 
tal polyp should be kept in mind after a delivery or a 
criminal abortion when prolonged irregular bleeding 
persists. The pelvic examination, biological tests, and 
hysterography followed by curettage are diagnostic 
and therapeutic. Ifa malignant condition is suspected, 
the bleeding persists, or the biological tests remain 
positive, radical surgery must be performed. 

— Jose L. Bravo, M.D. 


MISCELLANEOUS 


Oral Contraceptive; Biological Studies with a New 
Compound, 2:6 Diethylhydroquinone—an Anal- 
ogous Compound to m-Xylohydroquinone. S. N, 
Sanya. 7. Med. Internat. M. Absts., 1957, 21: 1. 


THE use of 2:6 diethylhydroquinone has been studied 
in rats to determine the biological action of the drug 
and its possible efficacy as an oral contraceptive. Pre- 
vious studies with its analogue, m-xylohydroquin- 
one, indicated that this substance diminished the 
action of progesterone. It might be of contraceptive 
value in this respect. For the purposes of an oral con- 
traceptive, however, some substance which will be 
effective in the early phase of the menstrual cycle is 
essential and for this reason the effects of 2:6 diethyl- 
hydroquinone on estrogen were studied in particular. 

experiments were set up first utilizing imma- 
ture female rats. Chorionic gonadotropin alone, 
chorionic gonadotropin with diethylhydroquinone, 
and the same combination with vitamin E were ad- 
ministered to a set of immature rats. The second ex- 
periment concerned the effect of progesterone and a 
similar study was carried out using progesterone plus 
the diethylhydroquinone. The final experiment was 
carried out administering estrogen to rats again in 
combination with the diethylhydroquinone. The ef- 
fectiveness was judged on the basis of the weight of the 
animal, the weight of the uterus on autopsy, and 
microscopic changes. 

It would appear from the results that 2:6 diethylhy- 
droquinone was antagonistic to the biologic effects of 
chorionic gonadotropin, progesterone, and estrogen. 
The inhibition of the action of estrogen is more marked. 
When estrogen was given to the ovariectomized rat it 
resulted in a marked increase in the size and weight of 
the uterus, and in addition the usual microscopic 
changes were noted. When 2:6 diethylhydroquinone 
was given simultaneously there was a marked reduc- 
tion of these changes. It is possible with the reduction 
of the biologic effects of estrogen that there will be 
fuller suppression of the luteinizing hormone, and in 
this way interference with the progestational phase 
would occur while permitting follicular maturation. 

— James F. Donnelly, M.D, 
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ADRENAL, KIDNEY, AND URETER 


Spontaneous Healing of a Hypernephroma After 
Nephrectomy Through Repeated Excretion of 
Tumor Tissue Through the Intestinal Canal (Spon- 
tanheilung eines Hypernephroms nach Nephrektomie 
durch mehrfache Ausscheidung von Geschwulstgewebe 

aus dem Darmkanal). Konrap Kumpet . Zschr. Urol., 

1957, 50: 201. 


SPONTANEOUS REGRESSION of hypernephroid renal 
tumors has been reported previously. The case pre- 
sented, however, is so unusual that it would appear to 
be worthwhile to record it. 

The patient was a 65 year old man on whom a right 
nephrectomy was performed on January 15, 1949, 
because of hypernephroma. (The pathologic report b 
Koch was that of a hypernephroid carcinoma. 
Twenty-two months after his nephrectomy the patient 
passed two plum-sized and many smaller tumor 
masses during defecation. The histologic examination 
of these tumor masses, passed per rectum, revealed 
the same findings as that of the original tumor. A 
gastrointestinal series on November 17, 1950, was 
negative. The patient continued to pass similar tumor 
masses per rectum at intervals. This occurred on three 
separate occasions. 

A roentgenologic check-up in March, 1956, re- 
vealed no evidence of metastases. In 1956 the patient 
underwent laparotomy for benign pyloric stenosis. 
This was 7.5 years after his nephrectomy and 5.5 years 
after the last passage of tumor masses per rectum. No 
evidence of tumor was found at this time. The author 
doubts that the disappearance of the hypernephroma 
in this particular patient was due entirely to the pas- 
sage of the tumor masses through the large bowel. He 
believes that complete regression of the tumor metas- 
tases was probably aided by some sort of hormonal 
influence. —S. Richard Muellner, M.D. 


Intrarenal Pressure. C. D. pe LANGEN. Acta med. 
scand., 1957, 157: 279. 


IN THE sTUDY of renal function there has been more 
attention paid lately to intrarenal pressure, i.e., the 
pressure inside the renal capsule. The data on intra- 
renal pressure are relatively few and, in addition, the 
findings differ considerably with their interpretation, 
thereby presenting many difficulties. In 1951, Winton 
stated that intrarenal pressure is altogether confusing, 
and that with two other investigators elsewhere, there 
have been three different supposed answers to the 
same problem. However, the very low value found by 
Winton is the one which counteracts the outflow of 
urine, whereas that found by Gottschalk and Swan 
means the interstitial pressure. 

The author found widely divergent values when 
trying to measure the interstitial pressure. The tech- 
nique as followed by other investigators was used. The 
kidney of an anesthetized dog is exposed and a needle 
is inserted so as not to tear the renal capsule. The 
needle is connected to a glass capillary tube containing 
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physiologic saline, the other end of the capillary being 
connected to a manometer. By reading the mano- 
meter, one finds the exact pressure in centimeters of 
sodium chloride solution which is needed to balance 
the pressure within the kidney. 

The values with the needle in the same place were 
widely divergent even in the same dog. In 15 dogs 
there was a range from 13 to 44 centimeters of sodium 
chloride and in 1 dog from 14 to 42. 

The influence of arterial and venous pressure on the 
intrarenal pressure was investigated. A needle was 
inserted into a spot near the capsule where the pressure 
reading was 26 mm. Hg. The renal artery was gradu- 
ally compressed. No change in the intrarenal pressure 
was noted until the arterial pressure fell to 42 mm. Hg. 
When the latter fell further, it fell much more slowly 
than the intrarenal pressure. 

When the arterial pressure was normal again (15 
minutes after removing the external pressure), the 
efferent renal vein was compressed gradually. The 
intrarenal pressure remained constant until the pres- 
sure in the renal vein reached 22 mm. Hg., when it 
began to rise at about the same pace as the venous 
pressure decreased. 

Both the renal artery and vein were put under 
pressure. Venous pressure was brought to 40 mm. Hg. 
and the intrarenal pressure was noted at 46 mm. Hg. 
When the arterial pressure decreased slowly, the in- 
trarenal pressure remained at 46 mm. Hg. until the 
arterial pressure reached 55 mm. Hg. At this point, 
the circulation stopped and the intrarenal pressure 
gradually decreased at an identical rate with a de- 
crease in the vein. 

When the renal capsule is opened, after determining 
the intrarenal pressure, the pressure drops immediate- 
ly. Winton reports a decrease of 50 per cent. The 
author found that after decapsulation, the pressure 
drops for a short time to the same level as immediately 
after death. The capsule, a slightly elastic membrane, 
is important for the maintenance of intrarenal pres- 
sure. 

If a larger quantity of blood flows through all the 
kidney, the intrarenal pressure increases; when the 
blood quantity decreases, the pressure is lowered. It 
is not surprising, therefore, that different investigators 
found widely varying levels of intrarenal pressure. As 
a consequence, the pressure gradient inside the kidney 
varies in proportion to the level of the intrarenal 


pressure. 

It is very difficult to measure the intrarenal pressure 
at varying distances from the capsule. The levels 
found in this way differ quite erratically. 

The pressure gradient in the kidney is probably in- 
volved with several mechanisms, one of which, no 
doubt, is the separate circulations of the cortex and 
medulla. A changing relationship of these two areas of 
circulation may change the height and direction of the 

gradient. Trueta’s work has shown the chem- 
ical importance of these two areas. 

The factors that probably regulate the distribution 
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of flow in the two areas of circulation are numerous. 
There is the chemical composition of the blood as well 
as the vasomotor regulation of neurogenic, hormonal, 
and autonomous bases. In addition, a mechanical dis- 
turbance of the venous, lymphatic, or urinary outflow 
may cause, each in its own way, a change in the pres- 
sure gradient. Furthermore, muscle elements in the 
kidney may be of importance as regards regulation of 
pressure. Briefly, the problem of intrarenal pressure is 
not simple and little is known about its significance in 
renal function. 

The kidney shows a radiating pattern to which the 
blood vessels and renal tubules conform. The urine 
flows from the peripheral parts to the hilus. Uniform 
pressure in all parts of the kidney from the capsule to 
the pelvis is improbable as it would inhibit rather 
than promote the normal outflow of urine. Simple 
mechanical considerations lead to the conclusion that 
inside the kidney a pressure gradient must exist run- 
ning from the slightly tensed capsule to the pelvis 
where the pressure is low. 

By observing the various directions of flow of urine 
from the glomeruli through the tubules, one must con- 
clude that the pressure gradient in the kidney is not 
constant, but is subject to many fluctuations. 

When considering all the various factors, it is not 
surprising that the author and other investigators ob- 
tained such widely divergent results when trying to 
measure intrarenal pressure with an undoubtedly 
somewhat rude technique. No doubt, there was re- 
corded a temporary pressure existing at the site where 
the needles came to rest. Even with the needle at the 
same site, large changes in pressure were recorded. 
The influence of vasomotoric substances such as 
adrenalin, pitressin, and acetylchloride was studied, 
and again, conflicting results were obtained. 

A more subtle technique must be elaborated to get 
a better insight into the pressure relationships that 
play a part in the mechanism of kidney secretion. 
Certainly the processes of intrarenal pressure are im- 
portant as regards different physiologic functions and 
pathologic conditions. 

— Edward 7. Frishwasser, M.D. 


Experience with 150 Consecutive Renal Biopsies, 
EORGE E. SCHREINER and LEonarRD B. BERMAN. 
South. M. F., 1957, 50: 733. 


THE AUTHORS present their experience with 150 con- 
secutive renal biopsies and conclude that this pro- 
cedure, when properly and expertly employed, is a 
valuable aid in diagnosis and that it represents a 
major advance in the management of organic renal 
disease. Prior to biopsy a plain roentgenogram of the 
abdomen or an excretory urogram was obtained to 
establish anatomic relationships. Bleeding, clotting 
and prothrombin times, prothrombin consumption, 
platelet count, blood typing, and cross matching of 
1000 milliliters of blood were carried out within 24 
hours of biopsy. Biopsy was performed with the pa- 
tient in the prone position and with a modified Vim- 
Silverman needle; local anesthesia was produced with 
procaine. Specimens were fixed in buffered formalin, 
imbedded, and sectioned. Hematoxylin and eosin and 
periodic acid-Schiff stains were done routinely; spe- 
cial stains were used when indicated. 


Renal biopsy was found valuable in the nephrotic 
syndrome to distinguish between multiple renal dis- 
eases and to determine specific etiologic factors in the 
presence of multiple renal diagnoses. It was valuable 
in acute renal insufficiency and in diffuse renal and 
vascular diseases such as chronic pyelonephritis and 
glomerulonephritis. It was also employed in such dis- 
eases as pre-eclampsia, lupus erythematosus, sclero- 
derma, periarteritis, and others. Bleeding abnormali- 
ties, fulminating uremia, solitary kidney, anuria, renal 
abscess, and malignant hypertension were considered 
contraindications to renal biopsy. 

Renal tissue satisfactory for diagnosis was obtained 
in 91 per cent of the cases. Severe bleeding occurred 
in 8 patients and urologic consultation was necessary 
for 4 patients. Surgical intervention was required in 2 
patients. One patient died 2 days after biopsy, but it 
was impossible to establish a definite relationship to the 
operative procedure. §—Laurence F. Greene, M.D. 


Renal-Vein Thrombosis in Newborn Infants of Dia- 
betic Mothers; Report of 2 Cases. Mary ELLen 
Avery, Etta H. OppenHemer, and Harry H. 
Gorpon. WN. England 7. M., 1957, 256: 1134. 


Turomeosis of the renal-vein in infancy is an unusua 
condition, and when it occurs it is commonly at- 
tributed to dehydration and sepsis. In the absence of 
any apparent predisposing factor the condition has 

n referred to as primary renal-vein thrombosis. 
The authors observed renal-vein thrombosis in 2 
infants born of diabetic mothers. Reviews of the 
literature revealed 2 additional cases. Futhermore, 
several cases reported give the weight of the infant 
as in excess of 4 kilograms. Since excessively large 
infants are frequently born of diabetic mothers, some 
of those cases might conceivably fall into the same 
category. Dehydration, the low blood pressure charac- 
teristic of new born infants, septicemia, and anomalous 
venous circulation have frequently been mentioned 
as etiologic factors. The authors offer maternal dia- 
betics as an additional etiologic possibility. As pos- 
sible explanation for the association of renal-vein 
thrombosis and maternal diabetes, slowing of the 
circulation with stasis in the renal-vein and circulatory 
inadequacy are offered. 

The importance of early diagnosis is heightened by 
reports of survival after nephrectomy in at least 12 
cases. The most significant manifestation is sudden 
appearance of a mass in the flank. Albuminuria and 
hematuria are usually but not always present. Fever, 
leucocytosis, vomiting, diarrhea, and dehydration 
may precede or follow the appearance of the mass. 
Thrombocytopenia was observed in one of the authors’ 
cases but has not otherwise been described. It might 
be expected that the blood pressure would rise; how- 
ever, this is rarely measured in the new born infant. 
The authors’ 2 cases, both with fatal outcome, are 
described in detail. — Heinz E. Cron, M.D. 


Effect of Acetazolamide on Citrate Excretion and For 
mation of Renal Calculi; Report of a Case and 
Study of 5 Normal Subjects. Epwin E. Gorpon and 
SHEtpon G. Sueps. NV. England 7. M., 1957, 256: 1215. 


THE AUTHORS report the case history of an 18 year old 
epileptic boy who had episodes of a typical, acute, 
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left ureteral colic accompanied by microscopic hema- 
turia after having taken 0.5 to 1.0 gram of acetazo- 
lamide (diamox) daily for 3 years. The presence of a 
calcification in the region of the left ureterovesical 
junction was noted on an abdominal roentgenogram 
made at the time of admission. Calcification in the 
area of the left kidney was noted at this time also. An 
intravenous pyelogram made 4 days after admission 
demonstrated calcification in the lower calyx of the 
left kidney; however, the calcification in the region of 
the lower portion of the right ureter had disappeared. 
The ureteral calculus was not recovered. At the time 
of the first admission to the hospital, the patient’s 
serum calcium level was found to be 11.2 milligrams 
and the phosphorus level was 4.2 milligrams per 100 
milliliters. 

The fact that the patient had been taking acetazo- 
lamide in addition to phenobarbital and diphenylhy- 
dantoin, or primidone, for 3 years excited the curi- 
osity of the authors because of the possible relation- 
ship between the use of this drug and -calculus for- 
mation. Acetazolamide had been shown to reduce the 
excretion of citrate in rats markedly. Citrate has been 
thought for some time to play a role in keeping rela- 
tively insoluble calcium salts in solution in the urine. 
In rats treated with acetazolamide, the precipitation 
of calcium salts in the urinary tract was striking. With 
these facts in mind, the authors investigated the in- 
fluence of acetazolamide administration on the urin- 
ary excretion of citrate and calcium in this patient. 
While acetazolamide was administered in doses of 
0.75 to 1.0 gram daily, the 24 hour urinary citrate 
excretion varied from 38 to 63 milligrams; after the 
acetazolamide was discontinued, the 24 hour citrate 
excretion varied from 244 to 401 milligrams. There 
was an apparent decrease in calcium excretion with 
the introduction of a low calcium diet while the pa- 
tient was taking acetazolamide; an apparent further 
decrease occurred when the drug was discontinued. 
However, the uncertain control of the patient’s diet 
makes the significance of these findings doubtful. A 
single dose of acetazolamide resulted in a marked 
reduction in urinary citrate excretion; this effect per- 
sisted for at least 24 hours. 

As a result of these findings, the effect of the daily 
administration of 750 milligrams of acetazolamide 
for 3 days on the urinary excretion of citrate was 
tested in 5 normal males. In each instance, the level 
of citrate and calcium excretion during the third day 
on acetazolamide therapy was compared with the 
rate of excretion of these substances in specimens ob- 
tained prior to therapy and at least a week after 
acetazolamide was discontinued. In every instance 
there was a marked reduction of urinary citrate ex- 
cretion associated with the administration of aceta- 
zolamide. There was no consistent change in the 
calcium excretion. 

The authors point out the role of citrate as a cal- 
cium binder in forming a relatively undissociable, 
soluble calcium citrate complex. They emphasize the 
reduction in calculated calcium-binding capacity by 

urinary citrate in patients receiving acetazol- 
amide. As a result of these observations, it is suggested 
that acetazolamide be administered cautiously to 
patients who have a tendency to renal calculus for- 
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mation and to those with bacterial infection of the 
urinary tract. —John T. Grayhack, M.D. 


Bilateral Wilms’ Tumor. P. P. RicxHam. Brit. 7. 
Surg., 1957, 44: 492. 


THE AUTHOR presenis 2 cases of bilateral Wilms’ 
tumor. In 1 of these nephrectomy was coupled with 
excision of the tumor on the other side, leaving the 
lower two-fifths of the kidney. This was followed by 
radiotherapy, and 34 months after surgery the child 
was alive and growing normally with no evidence of 
metastases. 

Although the gloomy outlook for bilateral Wilms’ 
tumor is justified, it is suggested that in some selective 
cases in which total ablation of all the neoplastic 
tissue can be accomplished, surgery should be at- 
tempted. Mention is made of 3 other reports of sur- 
vival in similar cases; 2 are alive after about a year 
with the development of metastases and 1 is known to 
be alive 15 years after nephrectomy on one side and 
intensive radiation on the other (Gross, 1953). 

In both of these patients there were no metastases. 
In the child operated upon, age about 1 year, a large 
encapsulated tumor arose from the upper pole of the 
right kidney which occupied the right abdomen from 
the liver to the pelvic brim. After dividing the blood 
supply to the tumor area, the neoplasm was dis- 
sected away with a diathermy needle. The other kid- 
ney was entirely replaced by the tumor and had to be 
removed. The para-aortic. glands and perirenal fat 
were removed on both sides. The patient bore the 
operation well and was fortified postoperatively with 
cortisone for 3 days. A considerable course of radio- 
therapy was administered to the whole abdomen over 
a period of 31 days. 

In the second case, operation was not performed, 
and the child became rapidly emaciated and expired 
with terminal bronchopneumonia 10 weeks after ad- 
mission. Postmortem examination showed that in one 
of the kidneys there was a clear line of demarcation 
separating the lower fourth of the mass which con- 
sisted of normal kidney, from the tumor. In retrospect, 
it seems that in this case also, the absence of metas- 
tases and the distribution of the tumor would have 
made excision feasible. Photographic reproductions 
of the excised specimens are presented. 

—Allan K. Swersie, M.D. 


Fish-Hook Deformity of the Juxtavesical Ureter 
(Ueber juxtavesikalen, angelhakenfoermigen Ureter- 
verlauf). S. RUMMELHARDT. Zschr. Urol., 1957, 50: 214. 


THE APPEARANCE Of a fish-hook ureter in the intra- 
venous pyelograms of patients with prostatic hyper- 
trophy is a common finding. The cause of this particu- 
lar deformity of the ureter has been in dispute. It has 
been variously ascribed to ascending infection of the 
ureter with insufficiency of the ureteral orifice, or to 
partial compression of the terminal ureter by the vas 
deferens at the point where it crosses this portion of the 
ureter. It has also been ascribed to back pressure from 
persistent residual urine in the bladder, or to in- 
creased muscular resistance of the intramural portion 
of the ureter. 

The author’s investigations clearly demonstrated 
that the vas deferens was not the cause of the fish-hook 
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deformity of the terminal portion of the ureter. (Fig- 
ures 8 and 9 show simultaneous injection of a contrast 
medium in the bladder, the ureter, and the vas de- 
ferens combined with perivesical insufflation in a ca- 
daver.) These diagrams show that the narrow portion 
of the ureter is not due to compression by the vas de- 
ferens but rather to narrowing of the intramural por- 
tion of the ureter. In a series of 92 patients who were 
carefully investigated as to the meaning of this phe- 
nomenon, it was shown that the primary factor in the 
formation of a fish-hook ureter is the size of the sub- 
vesical adenoma. Patients who have an extensive fish- 
hook deformity of the terminal ureter are apt to have 
diminished renal function. The greater the elevation 
of the bladder base by the adenoma the greater will be 
the fish-hook deformity of the terminal ureter. Fol- 
lowing prostatectomy the fish-hook deformity of the 
ureter regressed. —S. Richard Muellner, M.D. 


Replacement of the Destroyed Ureter with Small 
Bowel Segments in Post-Tuberculous Conditions 
(Der Ersatz des zerstoerten Harnleiters durch Duenn- 
darm bei posttuberkuloesen Zustaenden). R. Nissen. 
Schweiz. med. Wschr., 1957, 87: 486. 


THE VALUE of small bowel for ureteral replacement to 
avoid permanent nephrostomy is briefly discussed. 
Two illustrative cases are presented. 

The first case was that of a 48 year old woman who 
had had a tuberculous left kidney removed 35 years 
previously. Reimplantation of the ureter into the blad- 
der because of stenosis of the distal ureter failed and 
a nephrostomy was done. Two and one-half months 
later, the proximal patent ureter was implanted into a 
16 cm. jejunal segment which was then approxi- 
mated to the bladder. The nephrostomy tube was re- 
moved after 3 weeks. One and one-half years after 
surgery, the patient had gained 12.5 kgm. and her 
blood chemistry was normal. 

No renal function studies nor postoperative pyelo- 
grams were given, but ureterocystograms at 3 weeks 
and 1.5 years after surgery were included among the 
illustrations. 

The second case was that of a 66 year old man who 
had undergone nephrectomy 18 years previously and 
who had had the right testis and epididymis removed 
15 years previously. He was found to have hydrone- 
phrosis and a hydroureter on the left side in 1956. A 
20 cm. loop of small bowel was used for a Scheele ring- 
plasty. The proximal patent ureter was implanted 
into the small bowel segment. 

A cystogram taken 2 weeks after surgery is shown 
in the original article. No mention is made of the 
blood chemistry or renal function. 

—Rudolf O.F. Oppenheimer, M.D. 


BLADDER, URETHRA, AND PENIS 


Serial Fluorographic Studies of the Bladder Move- 
ment. Naotomo Oka. Nagoya M. 7., 1956, 3: 185. 
SERIAL FLUOROGRAPHIC STUDIES have clarified some of 
the obscure physiologic and pathologic aspects of 
micturition. In the study under consideration the 
technique employed is clearly outlined and the results 

are intriguing. 
By careful observation of the form of the bladder 


and the measurement of the angle of inclination, nor- 
mal and abnormal patterns can be obtained by photo- 
graphic techniques. The normal bladder assumes var- 
ious forms with slight inclination at the beginning of 
micturition and the internal urethral orifice descends 
to the lowest position of the bladder while the lowest 
part of the bladder at rest ascends to a higher position, 
There is maximal rise of the bladder at the beginning 
of micturition. An interruption of micturition in- 
creases the inclination of the bladder with a resultant 
rise of the internal urethral orifice. A resumption of 
the urine flow results in a return to the former state 
with contraction causing the bladder to rise and the 
urethral orifice to descend to the lowest part of the 
bladder. Descent of the orifice is somewhat related, it 
is believed, to abdominal pressure. 

As might be expected, under abnormal conditions 
there is partial to complete failure of the bladder to 
rise as micturition occurs as well as a failure in descent 
of the internal urethral orifice. Observations of serial 
radiographic studies which indicate changes from the 
normal inclination of the bladder in abnormal condi- 
tions suggest a delay of the reflex arc of micturition. 


But it is interesting to note that in spite of the failure of 


the detrusor muscle to rise and the internal sphincter 
to assume its normal position, in abnormal conditions 
the base of the bladder reveals contractions independ- 
ent of the rest of the bladder or produces an opening 
of the vesical orifice. 

While the mechanism involved in the active move- 
ment of the bladder orifice in micturition is not well 
established, it has been shown that under certain 
conditions, in spite of the increased intravesical pres- 
sure and contracture of the bladder, micturition does 
not occur if the vesical orifice fails to open. 

—Peter L. Scardino, M.D. 


The Use of Radioactive Gold Grains in the Treatment 
of Bladder Growths. J G. Yates-Bett and C. Q, 
Henriques. Brit. 7. Urol., 1957, 29: 97. 


Tue majority of bladder growths are radiosensitive 
and the best results are obtained when some form of 
irradiation is used as an adjunct to surgery. Partial 
cystectomy is rarely used and total cystectomy is only 
for extreme cases. 

The authors state that interstitial radiation should 
accompany all resections of tumors if possible, and 
that this is practicable only when suprapubic opera- 
tion is employed, the endoscopic resections not being 
accompanied by interstitial irradiation. Gold grains 
made radioactive (Au™) are a fraction of the size of 
radon seeds and may be utilized in a “repeater gun” 
and implanted with precision without the need of 
changing introducers. 

The authors describe several interesting methods of 
utilizing these grains; the first is, of course, in open 
suprapubic surgery, then by suprapubic puncture 
controlled by endoscopy, and transurethrally. 

Before radiation, all growths should be resected by 
diathermy. The gold is not implanted until a clean, 
well defined base is seen, which may be after an in- 
terval of a few days. 

Some 50 cases of bladder neoplasms are described 
and the treatment is outlined. 

—John R. Herman, M.D. 
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Superficial Malignant Lesions of the Bladder Treated 

y Radioactive Colloidal Gold (Au'*). P. I. Tuo- 

and Katevi Ketrunen. Brit. M. 7., 1957, 1: 
1090. 


IN THE TREATMENT Of multiple superficial lesions of the 
bladder, intracavitary irradiation has a distinct ad- 
vantage over external deep x-ray therapy because it 
protects the adjacent healthy organs. However, gam- 
ma radiation emitting radioactive substances often 
causes secondary cystitis, the risk of fibrosis, and a 
small, contracted bladder of poor function. 

Beta radiation avoids these complications, but the 
radioactive solution must be put directly into the 
bladder because the depth of penetration is so shal- 
low. Radioactive colloidal gold is suitable because of 
(1) its short half-life (2.7 days), (2) its 95 per cent 
beta radiation and 5 per cent gamma radiation which 
results in the maximum effect on the bladder epithe- 
lium, and (3) its colloidal nature which protects 
against resorption. 

The authors have used intracavitary instillation of 
radioactive colloidal gold (Au!) for the treatment of 
patients with multiple bladder papillomas for about 2 

and are impressed with the results. Their tech- 
nique is to instill 300 mc. of Au’ into the bladder for 
4 to 6 hours to deliver a dose of about 4,000 to 5,000 
roentgens to the bladder epithelium. There were no 
harmful side effects. Three selected cases are briefly 


reported. —Bernard H. Hymel, M.D. 
Regeneration of the Bladder: Case Re . RoBERT 
& Garrett and WALTER R. Vaucun. 7. Urol., Balt., 


1957, 77: 718. 


THE AUTHORS report in detail the course of the illness 
of a 41 year old colored female who 6 weeks after a 
bilateral inguinal herniorrhaphy had a spontaneous, 
gangrenous destruction of the bladder which pro- 
gressed to intraperitoneal extravasation. In the sub- 
sequent surgical exploration it was found that the 
entire upper two-thirds of the bladder were purple, 
gangrenous, and edematous and came away from the 
bladder fossa attached to the sigmoid bowel. The re- 
mainder of the bladder was necrotic; the ureteral 
orifices could not be identified in the necrotic mass; 
aerobic and anaerobic cultures of the necrotic tissue 
were obtained but there was no subsequent growth. 
During the procedure a copious amount of urine welled 
up from the floor of the necrotic bladder. To handle 
this drainage a urinary compartment in the anterior 
pelvis was fashioned by bringing the broad ligament 
and the uterus to the anterior abdominal wall. A 
suprapubic catheter was left in this receptacle and a 
ureteral catheter. The peritoneum was closed above. 

On the tenth postoperative day the patient was 
up without complaints and the urine was grossly 
clear. On the fourteenth postoperative day a cysto- 

m was obtained and interpreted as having the con- 
tion of a normal bladder. 

The tissue removed at time of surgery was reported 
as indicative of gangrenous cystitis. The section re- 
vealed complete necrosis of mucosa, submucosa, and 
muscularis of the bladder. In the subserosal fat there 
was extensive infiltration of lymphocytes, histiocytes, 
as well as marked proliferation of the capillaries and 
fibroblastic areas. There was no evidence of cancer. 
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On the twenty-fourth postoperative day, a cystos- 
copy was done. Both ureteral orifices were identified 
and appeared normal. The trigone appeared to be 
normal and the bladder capacity was 450 cubic centi- 
meters. Three days later a cystometric study was 
carried out with fairly normal results. 

At 3 months a biopsy was taken from the antero- 
superior aspect of the bladder during an operation 
for incisional hernia and this disclosed chronic cysti- 
tis. On section the bladder was lined with transi- 
tional epithelium. There were moderate numbers of 
lymphocytes scattered throughout the tunica propria. 
The muscularis was essentially normal. This patient 
was subsequently followed up and reported no com- 
plaints referable to the bladder. 

The authors were unable to explain what patho- 
logic entity gave rise to the gangrene of the bladder and 
were forced to label it idiopathic. The bladder necro- 
sis was most extensive. It can safely be said that all 
but the trigone of the bladder was necrotic and per- 
haps this structure was also. The subsequent course 
and studies indicate that the bladder did actually 
regenerate. There was a normal appearing receptacle 
exerting nearly normal muscular tone. Biopsy tissues 
confirmed the concept that regeneration had taken 
place. It seems quite likely that sufficient trigone and 
overlying transitional epithelium survived necrosis to 
allow a nucleus of tissue elements from which a new 
bladder could form. —Robert O. Beadles, M.D. 


Experience with Urinary Bladder Regeneration. A. 
Waite Bonne and K. L. Urwitter. 7. Urol., Balt., 
1957, 77: 725. 


THE AUTHORS relate their experience with 7 cases in 
which an attempt to secure bladder regeneration was 
performed with the following method. A cystectomy 
is performed through a suprapubic incision, the ure- 
ters are severed as near to the ureterovesical junction 
as possible, and the urethra is transected at the ure- 
throvesical or urethroprostatic junction. When the 
bladder has been removed, a plastic mold is placed in 
the pelvis; a distensible rubber bag to a catheter has 
previously been inserted into the plastic mold. No. 8F 
ureteral catheters are passed in a retrograde manner 
to the renal pelvis. The severed ends of the ureters 
ride freely over these catheters. The urethral portion 
of the mold is inserted in an antegrade manner 
through the urethra in the female or through a peri- 
neal urethrostomy in the male. When the catheters 
have been adjusted and the mold is in position, the 
distensible bag is inflated with air to the capacity of 
the mold. The molds are left in place 90 days after 
which time the bag is deflated and the mold, bag, and 
catheters are removed merely by pulling them 
through the urethra. 

Seven patients were subjected to this procedure; 2 
for severe chronic intractable interstitial cystitis, 4 for 
diffuse carcinoma of the bladder, and 1 for arrested 
tuberculosis of the urinary tract. These cases are 
documented and roentgenographic reproductions are 
presented. 

From the results obtained, the authors believe that 
regeneration of the urinary bladder occurs in humans. 
A functioning reservoir develops providing intermit- 
tency of filling and emptying and can be maintained 
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Fic. 1 (Carswell). Transverse section of the pelvis to 
show the use of a single stay suture through the lateral 
lobes of the prostate, which produced accurate reduction 
of the rupture dislocation described. 


after removal of the mold. In instances in which contin- 
uous drainage is necessary, the reconstructed organ 
contracts to the extent that functional capacity is no 
longer maintained. An analysis of the cases shows 
many complications which the authors state may be 
overcome by further study and better selection of 
patients. —Robert O. Beadles, M.D. 


Pri Repair of Complete Rupture of the Dee 
R. Carswe i. Austral. N. Zealand 
Surg., 1957, 26: 308. 


THE AUTHOR discusses complete rupture or rupture 
dislocation of the deep urethra and presents a case re- 
paired by the retropubic method. 

The primary repair by this method appeared to: 

1. Eliminate the gap between the ends of the 
urethra, which may be as much as 3 inches. Catheter 
splintage on retropubic examination does not allow 
accurate apposition of the two ends. The dislocated 
proximal urethra, prostate, and bladder may be found 
floating on an extraperitoneal coliection of blood and 
urine, or if this is small they will be found grossly 
displaced upward and backward with the bladder 
and prostate acutely anteverted. 

2. Prevent infection, extravasation, and persisting 
dead space from failure to restore normal anatomy. 

The following procedure was carried out by Cars- 
well on a 69 year old man who had a “run-over” 
accident. 

The incision was made in a skin fold 2 finger- 
breadths above the pubis, to divide both the rectus 
muscles and split the oblique muscles after ligation 
of both deep epigastric arteries. Exposure and hemo- 
stasis by packing and ligation were done. The retro- 
pubic space was then exposed in the usual way with 
the light of a cystoscope for additional aid. The exact 
position of the structures was easily assessed. The 
bladder and prostate were restored to their normal 
positions. A 1 inch incision was made into the bladder 
on the anterior wall and the bladder, which was 
severely bruised, was inspected. A curved Randall 
type of stone forceps was then inserted through the 


urethra to maintain the position of the bladder and 
prostate. 

A stay suture of strong nylon was brought out on 
each side of the pubis and a slight upward pull 
was required in this case to maintain the correct 
apposition. A Foley catheter was drawn into the 
bladder with the curved forceps. 

Suture of the urethra was found to require only 
two or three fine catgut sutures as the ends of the 
urethra fell into exact position over the catheter. The 
small incision into the bladder was closed. Three 
drains were inserted, one to the anastomosis and one 
to each side of the prostate. The catheter was re- 
moved in 10 days and the stay sutures in 3 weeks, 

The postoperative result showed that the patient 
was able to void with a normal stream. Eight weeks 
later he suffered a fatal coronary thrombosis. Post- 
mortem examination showed the pelvis to be clean 
and it was extremely difficult to find the urethra 
repair. —Conrad A. Kuehn, M.D. 


Local Injections of Hydrocortisone for the Effective 
Treatment of Circumscribed Strictures of the 
Urethra. MEtvin K. Lyons and D. Bonner, 
J. Urol., Balt., 1957, 77: 741. 


THE AUTHORS report a rate of cure of urethral and 
meatal strictures treated by injection of hydrocorti- 
sone as nearly 100 per cent. They treated 53 consecu- 
tive patients for 56 strictures. These included 15 
strictures of the anterior urethra, 18 strictures of the 
membranoprostatic junction and 5 strictures of the 
posterior urethra. An aqueous suspension of hydro- 
cortisone was injected directly into the tunica propria 
at the base of the stricture at the 5 and 7 o’clock posi- 
tions or at the 3 and 9 o’clock positions. Injection was 
preceded by calibration of the urethra and dilatation 
of the stricture to its limits of distensibility without 
rupture. Injection was accomplished with an espe- 
cially devised needle which was passed through a Mc- 
Carthy foroblique panendoscope. Local intraurethral 
anesthesia with 1:500 nupercainal solution, low spinal 
or general anesthesia was employed. The insertion of 
the needle well under the mucosa and into the tunica 
propria underlying the stricture before injection of the 
hydrocortisone is the most important feature of treat- 
ment. Patients with meatal strictures were treated 
without anesthesia or urethroscopy, with the aid ofa 
2 c.c. syringe and a No. 22 needle. Total dosages of 
25 to 150 mgm. of hydrocortisone in from 1 to 8 in- 
jections were administered. When more than one in- 
jection was necessary. the successive injections were 
performed in most instances at intervals of 2 days. All 
patients received prophylactic chemotherapy or anti- 
biotic therapy. 

Fifty-one of the 56 strictures were cured by the 
method described. The remaining 5 strictures (3 
multiple strictures and 2 dense elongated strictures) 
were cured by internal urethrotomy and injection of 
the incision site with hydrocortisone. The majority of 
strictures were cured by 3 or fewer injections; 2 stric- 
tures required 5 and 8 injections respectively. Calibra- 
tion of the strictures showed 28 to be of filiform size 
and 45 were of the size of a 16 French catheter or 
smaller before treatment; all were larger in size than 
a 24 French catheter after treatment. The condition 
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of 33 patients has been followed for more than 1 year; 
these patients have not required further instrumen- 
tation. Results were determined by disappearance of 
symptoms, urethral calibration, and urethrograms. 
—Laurence F. Greene, M.D. 


Surgical Treatment of Plastic Induration of the Penis; 
Peyronie’s Disease. Pout FocH-ANDERSON. Acta chir. 
scand., 1957, 113: 45. 


AN ACCOUNT is given, based on a series of 8 patients, 
of experiences with surgical treatment of plastic in- 
duration of the penis, using Lowsley’s technique which 
consists of radical extirpation of indurated tissue fol- 
lowed by free transplantation of a fat graft. Plastic 
induration of the penis is not a very common disease. 
It has been known for more than 200 years and was 
first described by the French surgeon Francois de la 
Peyronie. This disorder consists of circumscribed fi- 
brous hyperplasia of the sheaths of the corpora caver- 
nosa, located especially in the septum, but sometimes 
extending into the corpus cavernosum., Severe cases 
are characterized by formation of cartilaginous tissue, 
or even bone tissue. The etiology is unknown. Early 
reports agree that venereal disease is the primary 
cause. The majority of cases occur in patients of 40 
to 60 years. Trauma in the form of fracture of the cor- 
pus cavernosum with resulting hemorrhage is men- 
tioned in the literature as a cause of the fibrous in- 
duration. In most of the series reported upon, a certain 
connection with Dupuytren’s contracture of the pal- 
mar fascia has been observed. 

The exceedingly troublesome symptoms of ad- 
vanced penile induration are severe pain and quite 
abnormal, often grotesque, shape of the penis upon 
erection. As a rule, intercourse is quite impossible, 
and the disorder may rise to serious mental complica- 
tions. Physical examination reveals a sharply circum- 
scribed hard and uneven thickening, which is often 
located on the dorsal side of the penis, covered by 
normal readily movable skin. Severe cases are marked 
by calcification or bone formation. 

Many different forms of treatment have been de- 
scribed so far, which is an indication that no one of 
the methods is entirely satisfactory. X-ray or radium 
therapy is often recommended, with varying effect. 
Vitamin E administration is reported to be of favor- 
able effect and ultrasonic waves have been utilized 
with a certain subjective effect. During later years, 
hydrocortisone injections have been given a trial and 
have produced some improvement in not too far ad- 
vanced cases. On the whole, it is apparent from the 
description of most of the therapeutic methods men- 
tioned that the best effects are obtained in the early 
stages of the disease. The surgical method of treatment 
consisting of extirpation of the indurated tissue is not 
of recent origin. It seems to have been used with bene- 
ficial effect as early as 1828. However, the method has 
so far been in disfavor, having often led to poor results, 
either in destruction of the erectile capability of the 
penis or in relapse owing to new formation of fibrous 
ussue, 

In 1943 Lowsley indicated a method of operation 
which apparently rendered the patient safe from re- 
currence, and which according to later reports, yielded 
favorable results in the majority of the patients. The 
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operation consists in radical, but gentle removal of 
the indurated tissue, located in the septum and tunica 
albuginea, sometimes extending into the corpora cav- 
ernosa with subsequent implantation between the 
corpora cavernosa of a free graft of subcutaneous fat 
removed from the abdominal wall. Before the opera- 
tion a rubber tourniquet is placed around the base of 
the penis. A longitudinal incision is made and the in- 
durated mass is isolated and carefully dissected free. 
When the area of induration is located in the ventral 
aspect of the organ, it is necessary to free the corpus 
spongiosum urethrae to gain access to the offending 
structure. After removal of all the indurated connec- 
tive tissue and bone tissue, if any, a spindle-shaped 
block of fat removed from the subcutis of the lower 
abdominal wall is fixed between the freed cavernous 
bodies by suturing with fine catgut. Finally, the penile 
fascia and the skin are closed. A thick Foley catheter 
is inserted and a compressing bandage applied, which 
is left untouched for a week. To prevent troublesome 
and painful erections large doses of stilbestrol are ad- 
ministered for some days before and after the opera- 
tion. 

Eight cases are reported in the article. The post- 
operative course in each patient wasremarkably smooth 
and uneventful. In all 8 patients the fat graft took 
without any complications, and in the majority of 
cases the function of the penis gradually improved to 
near normal in the course of some months. It is appar- 
ent from follow-up examinations that the most satis- 
factory results were obtained in the two youngest 
patients. The Lowsley operation represents a great 
step forward in the surgical treatment of plastic in- 
duration of the penis. —Ray C. Johnston, M.D. 


Erythroplasia of Queyrat. Ricuarp A. Payne. Brit. 7. 
rol., 1957, 29: 163. 


ERYTHROPLASIA OF QUEYRAT is an uncommon condi- 
tion to which there are few references in English 
journals. Two are described, one showing atypical 
clinical features and the second the precancerous na- 
ture of the condition. 

Case 1: J. W., aged 74, had a painful swelling of the 
penis for 4 months associated with a clear discharge. 
Examination showed multiple nodules on the glans 
penis. Carcinoma of the penis was diagnosed and 
treated by partial amputation. A histologic report on 
the specimen stated that it showed keratinization with 
irregular proliferation of the epithelium and acute 
and chronic inflammation. 

Case 2: H.A., aged 54, had noted a “wart” on the 
dorsum of the penis 10 years previously. Subsequently 
a ring of “‘warts” encircled the prepuce. In the region 
of the frenulum several vesicles appeared which erupt- 
ed. The patient was seen in December 1955; two 
months before this the lesion began to proliferate 
rapidly, producing a fungating carcinoma of the 
penis. There was no infiltration of the corpora caver- 
nosa or spongiosa, nor were the inguinal lymph nodes 
involved. A biopsy was taken which was reported as 
being an epithelioma, arising from an erythroplasia of 
Queyrat. 

The two cases presented the histologic features of 
Queyrat’s erythroplasia. These are broadening of the 
interpapillary processes of the epidermis, the cells of 
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which are irregular in size and shape. The vessels of 
the corium are dilated and there is round-cell infil- 
tration. The clinical appearances of the patients were 
not suggestive of Queyrat’s disease. The disease is 
characterized by raised red patches on the glans or 
the prepuce which are usually dry and have a velvety 
feel. The first patient had multiple nodular excres- 
cences; the second appeared to have an epithelioma 
and its origin from Queyrat’s erythroplasia was an 
unsuspected finding. 

In an endeavor to find the incidence of carcinoma 
of the penis originating from Queyrat’s erythroplasia, 
the histologic material from 50 cases seen at the Unit- 
ed Sheffield Hospitals since 1949 was reviewed. No 
such origin was demonstrated. There is some disagree- 
ment as to whether or not Queyrat’s erythroplasia is 
a premalignant condition. Sachs and Sachs (1948) 
consider that it is not and reported 10 cases all of 
which were benign. Sulzberger (1933) also thinks the 
condition is benign and comments on not having seen 
a case of carcinoma arising from Queyrat’s erythro- 
plasia. Montgomery (1939) states that the incidence 
of malignant change is 20 per cent. Queyrat (1911) 
and Paget (1874) both regarded the condition as pre- 
cancerous. Willis (1953) expresses the view that Bow- 
en’s disease, extramammary Paget’s disease, and 
Queyrat’s disease should all be regarded as examples 
of intraepidermal carcinoma. 

There is a divergence of views regarding treatment. 
Sachs and Sachs treated their cases by local applica- 
tion of neoarsphenamine. McCrea (1948) recommend- 
ed local excision of the lesion; Klinger and Northrip 
(1950), diathermy fulguration. Merricks and Cottrill 
(1953) advocated partial amputation of the penis for 
the early lesion when there was no infiltration and 
total amputation with bilateral block dissection of the 
inguinal lymph nodes when malignant changes had 
occurred. 

The second of the 2 patients presented was treated 
by radiotherapy. The papilliferous mass has disap- 
peared; there is no sign of active disease in the first 6 
months following treatment, although the distal half 
of the penis is edematous and there is some meatal 
stenosis. —Ray C. Johnston, M.D. 


GENITAL_ORGANS 


Prostatic Cancer. Its Incidence, Extent, and Behavior 
in 686 Men Studied by Prostatic Biopsy. Perry B. 
Hupson. 7. Am. Geriat. Soc., 1957, 5: 338. 


In aprit 1951, in collaboration with the Department 
of Welfare, City of New York, the Urological Service 
of the Francis Delafield Hospital began a clinical study 
of prostatic cancer. An investigation of the frequency 
of unsuspected carcinoma of the prostate in the living 
population was initiated. The anatomic extent of these 
“latent” lesions was determined; a comparison of the 
methods which may be employed in the early diag- 
nosis of this disease was made; and a description of 
the biologic behavior of this neoplasm in the living 
population was partially achieved. From previous 
communications this study has become known as the 
Bowery Series. The current status of the investigation 
is described, and the results of the follow-up of 340 
patients over a period of 30 months are summarized. 


The clinical impression of the prostatic findings was 
noted on the medical record. Clinical laboratory pro- 
cedures included urinalysis, cultures of the voided and 
catheterized urine, the 2 hour phenolsulfonphthalein 
renal function test, blood levels of nonprotein nitrogen, 
alkaline and acid phosphatase determination. X-ray 
examination included roentgenograms of the chest and 
a complete skeletal survey to detect osseous metasta- 
sis. During cystoscopy, the prostate was palpated rec- 
tally by several members of the staff, and the clinical 
diagnosis was noted in the medical record. 

The method of perineal biopsy performed was es- 
sentially that described by Young, as modified by 
Belt. Immediately after the removal of the specimen, 
it was split longitudinally and half was fixed in hot 
Bouin’s solution for immediate examination, and the 
other half was preserved for permanent paraffin 
sections. 

If no cancer was found, the wound was closed, un- 
less there was clinical indication for surgery to relieve 
obstruction from prostatic enlargement. Upon finding 
a curable adenocarcinoma, an immediate radical per- 
ineal prostatectomy and bilateral orchiectomy were 
performed. The oral administration of diethylstilbes- 
trol in 500 milligrams daily dosage was initiated. 

Regardless of the diagnosis, all the patients were 
followed very carefully with complete laboratory and 
x-ray checks at regular intervals. These studies were 
repeated at 3 month intervals in those patients in 
whom a definite diagnosis of prostatic malignancy 
was made. Patients with a diagnosis of normal tissue 
were followed at 6 month intervals, and at 12 months 
when the clinical impression indicated normal tissue. 

Based upon tissue diagnosis, unsuspected adenocar- 
cinoma of the prostate was detected in 76, 11+ per 
cent, of the 686 men upon whom biopsy was per- 
formed. Incidence of this lesion ranged from over 3 
per cent in the fourth decade to over 31 per cent in 
the seventh and eighth decades. In 76 men with 
prostatic cancer, the tumor proved to be inoperable 
in 9 (12 per cent). In 23 in whom the first biopsy 
diagnosis had shown benign tissue, a second biopsy 
showed malignant disease in 3 (13 per cent). 

During the course of this investigation, comparisons 
were made of the relative efficiency of the needle, 
transurethral, and open perineal biopsy of the prostate 
in the detection of early carcinoma of the prostate 
gland. The study shows that open perineal biopsy pro- 
vided the most dependable means of establishing a 
diagnosis of early prostatic cancer. 

This study demonstrated that latent prostatic can- 
cer, a form detectable by biopsy, was often present in 
men of the age groups in whom benign prostatic en- 
largement was found. Benign enlargement frequently 
coexisted with curable cancer. The patient whose 
latent malignant lesions were not treated, and whose 
death was attributed to prostatic cancer demonstrated 

the lethal potentiality which is a biologic characteristic 
of at least some “‘latent’”’ cancers. The conclusion was 
drawn that soft (i.e. soft to palpation) adenocarcinoma 
of the prostate was a more common finding than in- 
durated cancer during the period of time before 
metastasis occurred. 

Since the 10 year cancer-free survival rate among 
men with early prostatic cancer treated by total pros 
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tatectomy was approximately twice that among men 
treated by palliative measures alone, it would seem 
that patients with localized lesions should be treated 
by total prostatectomy. —Conrad A. Kuehn, M.D. 


MISCELLANEOUS 


Various Practical Uses of the Condom for Manage- 
ment of the Neurogenic Bladder. A. Estrin Comarr. 
J. Urol., Balt., 1957, 77: 835. 


THE AUTHOR has devised a method for two-way irri- 
gation of the bladder by using a condom. The catheter 
can be retained without a Foley bag, or the condom 
may be used when the Foley bag has been broken. 

The technique of this method is described in detail 
and its advantages over the Foley bag catheter are 
enumerated. 

The paper also describes and illustrates several 
simple methods of preparing a condom for use in ex- 
ternal drainage in managing neurogenic bladders 
without a catheter. —Paul R. Leberman, M.D. 


Sulfaethylthiadiazole (SETD) Therapy for Simple 
and Complicated Urinary Tract Infections, Nicu- 
oLcas ViEK, Epwarp W. CAMPBELL, GERHARD J. 
and AmEDEO Bonn. 7. Urol., Balt., 1957, 
ate 


THE AUTHORs report their observations on the effec- 
tiveness of sulfaethylthiadiazole (SETD) in infections 
of the urinary tract. Two forms of the drug were used; 
a tablet containing 0.5 gm. of SETD, and a sustained- 
release preparation containing 0.13 gm. per cubic 
centimeter. 

The concentration of free and acetylated SETD in 
the blood was measured in two separate groups of 
patients every 2 hours for 12 hours. One group re- 
ceived a single dose of 4.0 gm. of the drug in tablet 
form; the other group received one dose of 4.0 gm. in 
sustained-release form. The concentration of SETD 
in the blood produced by the sustained-release form 
was consistently within the therapeutic range (8 to 15 
mgm. per cent), whereas that produced by an equiva- 
lent dose in tablet form tended to fall below the thera- 
peutic range during the last 2.5 hours of the 12 hour 
measurement period. Urinary excretion of the drug 
was measured after patients had been given the sus- 
tained-release preparation of SETD every 12 hours 
for 60 hours (total dose 13.56 gm.). The average uri- 
nary concentration of SETD for a 96 hour period was 
212.35 mgm. per cent. Of the total administered dose 
90 per cent was recovered as free SETD and 3 per cent 
was recovered in the acetylated form. 

The drug was administered to 50 patients with sim- 
ple or complicated infections of the urinary tract in 
a dosage of 1.0 gm. 4 times daily. Twenty-five patients 
received 4 gm. of the sustained-release preparation 
initially and 2.0 gm. every 12 hours thereafter. 

The results of treatment were good in 91 per cent 
of the patients with simple infections and in 63 per cent 
of the patients whose infections were of complicated 
nature. Eighty per cent of the micrococci encountered 
in this study were sensitive to SETD; the authors con- 
sidered this noteworthy because this group of bacteria 
has shown the greatest propensity toward becoming 
resistant to drugs. Similarly 6 of 10 cultures of Pseudo- 
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monas were sensitive to SETD. The drug was well 
tolerated and the administration of the sustained- 
release drug appeared to represent an advantage in 
the treatment of ambulatory patients. 

—Laurence F. Greene, M.D. 


Diversion of the Urine with Voluntary Control of 
Feces and Urine; a New Operation in Pediatrics. 
Tuomas H. Jounson. WV. York State 7. M., 1957, p. 1764. 


THE AUTHOR discusses the applicability of his method 
of urinary diversion in pediatrics. Other methods, 
acceptable in older persons with a relatively short life 
expectancy and adequate emotional reserve to accept 
deformity and disability, are unsuitable for children. 
Simple ureterosigmoidostomy usually results in 
chronic pyelonephritis and hyperchloremic acidosis. 
In the adult the time required for these conditions 
to develop may be longer than the life expectancy. 
In the child, it obviously limits longevity. The pro- 
cedures which separate the urinary and fecal streams, 
but permit either urinary or fecal incontinence, create 
handicaps for the child, precluding normal social 
development. 

An ideal diversion procedure should provide volun- 
tary control of the feces and urine, separation of the 
urine and feces to keep the urine sterile, prevent the 
reflux of urine to segments of the colon above the sig- 
moid where urinary constituents may be reabsorbed, 
and dispense with abnormal openings in unnatural 
sites. 

The author presents his operative method which is 
based on the foregoing principles and rationale. 
The technique, described in detail, provides for the 
anastomosis of the ureters to an isolated rectal am- 
pulla, thereby preventing reflux to higher bowel 
segments and providing anal sphincter control. The 
proximal sigmoid, representing the fecal stream, is 
liberated and mobilized by a special dissection which 
insures a good blood supply and viability. The sig- 
moid is brought out to the perineum through the 
rectovesical pouch and pulled under the external 
sphincter ani muscle immediately anterior to the 
anus. The sigmoid mucosa is sutured directly to the 
skin edge. In this manner a voluntary fecal control is 
maintained and the new rectum is not abnormally 
located. 

A rigid, rapid method of preoperative bowel pre- 
paration is accomplished with neomycin and sul- 
fathalidine as the sterilizing agents. This preparation 
minimizes the danger of enteritis and permits a com- 
pletely open method of efficiently uniting the ureters to 
the bowel from within by a direct mucosa-to-mucosa 
anastomosis. This departure from the previous tech- 
nique has been supported by an amazing lack of 
postoperative sepsis or peritonitis. 

The first operation of this type was performed in 
July, 1953, and included a total cystectomy. The re- 
sult at the time this article was prepared was excellent, 
with the patient having normal renal function and 
blood chemistry results and no urinary infection. A 
case report that deals with this operation, inclusive of 
cystectomy, is presented. The patient was a 20 month 
old, white, male child with leiomyosarcoma of the 
bladder. The fine points in technique are described 
and the reader is referred to the original article for 
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these details. A report of the 6 month follow-up study 
was available. The functional result was good but 
the prognosis was doubtful as the bladder was infil- 
trated by tumor. —Allan K. Swersie, M.D. 


Butterfly Hematoma of the Perineum (‘Brillenhaema- 
tom” am Damm). E. Seirert. Langenbecks Arch. u. 
Deut. Kschr. Chir., 1957, 285: 198. 


Fracture of the pelvis or trauma of the urethra is 
frequently followed by the development of a perineal 
hematoma. The author observed that the outlines of 
this hematoma are rather constant and they resemble 
the shape of a butterfly. 

A similar well demarcated hematoma of rather con- 
stant outlines occurs in the periorbital area following 
injury of the skull. In this area, however, the explana- 
tion is simple. Well known fascial attachments limit 
the extent of the hematoma. 

An interesting fact is that the German literature 
and German textbooks of anatomy evidently do not 
describe similar fascial limitations in the perineum. 

Only a review of the Anglo-Saxon literature and 
study of the original work of Wesson familiarized the 
author with the existence and extent of Buck’s and 
Colles’ fascias and offered him the explanation for the 
outlines of the perineal hematoma. 

—Heinz E. Crom, M.D. 


Intermittent Methyltestosterone Therapy in Male 
Subfertility. CLare Harvey and Marcaret Hap- 
LEY Jackson. Lancet, Lond., 1957, 1: 711. 

TEN MILLIGRAMS of methyltestosterone was adminis- 

tered daily to each of 93 men whose abnormal semen 

was considered to be the critical factor responsible for 
infertile marriage. The treatment was given from the 
sixth to the sixteenth day of the wife’s menstrual cycle 
in order to enable the husband to produce the best 
ejaculatum at the time of ovulation; therapy was then 
discontinued to avoid pituitary suppression. If con- 
ception did not occur after four to twelve cycles, 
therapy was either discontinued or repeated, after an 
interval of several months, with larger doses. The 
results noted were compared with the results obtained 
in 141 comparable cases in which therapy consisted of 
the administration of vitamin E. The wives of 38 per 
cent of the patients treated with methyltestosterone be- 
came pregnant within 2 years, whereas pregnancies 
occurred in 17 per cent of the wives in the control 


group. 
The authors stated that the beneficial effect of 
methyltestosterone is probably due to the improved 
function of the epididymis and vas deferens, and to 
more efficient ejaculation, but not to any funda- 
mental improvement in spermatogenesis. 
—Laurence F. Greene, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


The Prosthetic Management of Congenital Deformi- 
ties of the Extremities. D. S. McKenzie. 7. Bone 
Surg., 1957, 39-B: 233. 


PROSTHETIC FITTING for the lower limb is begun as 
early as possible, ideally when the child begins to 
make efforts to stand. At this stage, when the limbs 
have not been subjected to weight bearing, the de- 
formities are probably not in their final state. 

It follows that each case must be treated on its 
merits, and in borderline cases the greatest care is 
necessary in balancing the functional and psycho- 
logical requirements. Nevertheless, especially in the 
younger patients, it is felt that nothing can be lost by 
an attempt to fit an extension prosthesis in the first 
instance, resort being made to amputation only if the 
results fall short of the requirements. Whenever pos- 
sible, surgery should be deferred until the child is old 
enough to share in the decision. 

Nevertheless, a conservative attitude can be main- 
tained too long, and one case illustrated the fact that 
the girl patient would have had a happier childhood 
if her parents’ request for amputation had been met 
earlier. 

It should not be forgotten that a girl reaching 
maturity is at a serious disadvantage in her prospects 
of marriage if she has a freakish deformity and, al- 
though an amputation is also a handicap in this re- 
spect, a relatively normal-looking stump may be more 
acceptable to the prospective husband than a de- 
formity which is more or less bizarre. 

The extension prosthesis is constructed as follows. 
A boot, into which the natural foot is fitted, is made to 
a cast of the foot in a position of equinus and fixed ona 
platform. The greater the equinus the less obtrusive is 
the prosthesis, but care should be taken not to force 
the position to the extent that the heel slides off the 
platform. Some assistance can be obtained by fitting 
the toes in slight dorsiflexion. Below the platform, as 
much as is possible, a conventional prosthesis is ap- 
plied by means of side steels in much the same way as 
in the O’Connor appliance. The side steels may be 
extended upward to carry a thigh corset which can 
afford ischial bearing if required. Knee joints can be 
fitted to the side steels, and such devices as T-straps 
and patella straps can be applied. The whole appli- 
ance is made and set up to a cast of the deformed leg. 
For young children the lower part of the appliance is 
made from wood, with a fixed ankle and a felt fore- 
foot. For adolescents and adults a metal base may be 
placed within the shell of a metal shin with excellent 
esthetic effect. 

With deformities primarily affecting the thigh a 
more difficult prosthetic problem arises. The flexion 
deformities of the hip and knee are such that the knee 
is usually more or less at the same level as the hip and 
lying anterior to it, so that the axis of the leg is an- 
terior to that of the bodily center of gravity. If a plat- 
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Fic. 1. Fic. 2. 


Fic. 1 (McKenzie). Congenital absence of fibula. 
Drawing prepared by superimposing tracing of roent- 
genogram on sketch of prosthesis. The boy came third 
in his school high jump in open competition with normal 
children. 

Fic. 2. Old-standing tuberculous hip with premature 
epiphysial arrest and backward subluxation of the knee. 
The hip was ankylosed. Fitted with corset-top caliper 
with free knee joints mounted on platform prosthesis. 
Cross knee strap and calf band tended to correct knee 
deformity. 


form prosthesis is fitted in the axis of the leg it is un- 
stable and tiring to manage, and a free swinging 
artificial knee cannot be controlled. 

It follows that the extension prosthesis for de- 
formities of this type must usually afford ischial bear- 
ing. The side steels should be allowed to incline 
slightly backward from above downward so that, at 
the level of the platform, they are in the plane of the 
axis of the center of gravity. The natural heel is then 
usually at about the same level as the normal knee. 
Knee joints can be fitted to the steels at this level, the 
boot on its platform being attached to the upper sec- 
tion of the steels. Function with this type of prosthesis 
is usually quite good, and is comparable with that 
obtainable by a patient with disarticulation at the 
knee. 

In some cases the prosthetic problem has been 
simplified by surgical correction of the deformities of 
the hip and knee flexion, with arthrodesis of the knee 
in extension. This may give an excellent limb in good 
alignment with robust function on a platform pros- 
thesis. 
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Fic. 4. 


Fic. 3. This illustration shows the difficulty of conceal- 
ing knee and foot. The left leg has apparently been 
represented by some rudimentary structure of the type 
shown in Figure 4, but this unfortunately was amputated 
in infancy. A tilting table prosthesis has been fitted. 

Fic. 4. Congenital deformities of both lower limbs 
showing prosthetic fitments. The right prosthesis is an 
extension limb. On the left a more or less conventional 
above-the-knee prosthesis was possible. This child goes 
to a normal school. 


Fic. 


A classification of the various lower limb deformities 
is given, each of which is described in detail. 

In the case of the upper extremity, the deformed 
arm or stump is used freely and is usually sufficiently 
dextrous to meet the simple needs of the very young 
child, who is not self conscious of the deformity. It is 
important to have the child fitted with the prosthesis 
and accustomed to its use by the time he goes to 
school. The youngest child that was fitted with a 
functional arm prosthesis was 2.5 years old. 

Multiple and bizarre deformities provide the most 
difficult problems in upper limb prosthetics. The de- 
formity commonly affects both sides. The general 
appearance is usually more or less grotesque and the 
patient is inevitably sensitive about this. The patient 
has usually achieved such skill with the deformed 
hands that the application of prostheses, which neces- 
sarily enclose the hands, so impairs function at first 
that he feels frustrated and may abandon the attempt. 
From this point of view, when both arms are deformed, 
it is advisable to approach the prosthetic manage- 
ment on one side at a time, and the less useful side 
should be attempted first.—C. Fred Goeringer, M.D. 


Muscle Paralysis in Poliomyelitis. W. J. W. SHARRARD. 
Brit. J. Surg., 1957, 44: 471. 


THE MOST IMPORTANT and interesting feature of polio- 
myelitis is the muscle paralysis and its sequelae. The 


discovery of weakness or paralysis in one or more mus- 
cles may be the first certain sign that a patient is suf- 
fering from acute anterior poliomyelitis. At the end of 
the paralytic stage, a patient may have any combina- 
tion of paralysis from one or two muscles to complete 
quadriplegia. The level of paralysis at this time is not 
directly related to the degree of recovery that may 
ultimately occur. 

A convenient time at which to make a detailed as- 
sessment of the residual paralysis and paresis that 
bears some relation to the future state of the limbs is 
at the end of the fourth week. The method of assessing 
muscle power as devised by Lovett and Wright is ad- 
vised. Serial muscle charts can be used to study the 
progress of the recovery in individual muscles. Re- 
covery is rapid between the end of the first month and 
end of the second month, but after this the rate stead- 
ily diminishes until, at the twelfth month, for practical 
purposes, recovery ceases. 

If the recovery of individual muscles is analysed 
separately, all muscles, whatever their function, size, 
and position in the limb, are found to recover at the 
same rate and to the same extent. This is different 
from the recovery in peripheral nerve injuries, in 
which the proximal muscles recover before the distal 
ones as the axons grow down the axon sheaths. In 
poliomyelitis it is almost certain that recovery does 
not occur by the downgrowth of axons from the spinal 
cord to the periphery. If one muscle is stronger than 
another in the early months of the disease, it will re- 
main stronger throughout recovery. Among the mus- 
cles that are totally paralyzed at the end of the first 
month, 68 per cent never recover. Among the muscles 
that are still paralyzed at the end of the fourth month, 
90 per cent remain paralyzed. 

The author studied the pattern of muscle paresis 
and paralysis in detail in 149 patients. The ratio of 
paralysis to paresis in each muscle showed the suscep- 
tibility of each muscle to paralysis. For instance, the 
tibialis anterior was seven times as likely to be para- 
lyzed as the hip adductors or flexors. Certain patterns 
of total paralysis in the muscles above and below the 
knee, as determined from random samples of 500 
limbs, are described along with the resulting disabili- 
ties. 

If successive transverse sections of the lumbosacral 
spinal cord are cut and stained to show the nerve cells, 
aggregations of motor cells become apparent. If these 
serial sections are drawn in three dimension fashion it 
will be seen that the aggregations represent columns of 
cells running up and down the anterior horn. The au- 
thor believes that each column of cells represents an 
individual muscle. If this is accepted the pattern of 
muscle paralysis in poliomyelitis can be relatively 
easily explained. The cords of 7 patients who died 
more than 3 months after the onset of poliomyelitis 
were examined in detailed serial section. All patients 
had been examined before death and records made of 
the power of the individual muscles in their limbs. 
There was a relationship between the power of the 
ee and the percentage of residual motor nerve 
cells. 

The greater susceptibility7of some muscles to com- 
plete paralysis than others is explained on the basis of 
the length of their motorcell column in the cord. 


— 


f 


tl 
tr 
is 
te 


Lacy 
| 
| 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 79 


Thus, muscles with nuclei which extend over only a 
short length of spinal cord are very susceptible to 
paralysis (a small focus of poliomyelitic destruction 
severely damages a short column) and muscles with 
long motorcell columns are more likely to remain 
clinically unaffected or suffer a paresis. Associated 
paralysis may be explained by the close association of 
the respective motorcell columns. 

- There are two elements in the recovery from polio- 
myelitis. One is a true neurological recovery of dam- 
aged but not destroyed nerve cells. The other is a 
process of compensation, adaptation, and increased 
efficiency in the intact neurones and muscles. 

—Bernard C. Gerber, M.D. 


Clinical Aspects of Soft-Tissue Tumors. R. LEE Ciark, 
RicHarp G. Martin, E. C. Wuirte, and JAcos 
. Oup. Arch. Surg., 1957, 74: 859. 


Sarcoas arise from connective tissue found through- 
out the body and in all organs of the body. They may 
be benign or malignant, and the benign lesions are of 
importance only in differentiating them from the ma- 
lignant sarcomas. In this series of 122 cases the authors 
involved themselves mainly with the fibrosarcomas, 
liposarcomas, rhabdomyosarcomas, synovial sar- 
comas, and angiosarcomas. This group comprises only 
0.88 per cent of all the tumors seen at the University 
of Texas M. D. Anderson Hospital and Tumor Insti- 
tute, Houston, Texas. 

The etiology of these tumors is unknown and a 
lump or swelling anywhere in the body is usually the 
presenting symptom. It can occur in any age group, 
but the peak incidence falls in the age range of 30 to 
60 years, with equal sex distribution. The authors 
emphasized that the surface of these tumors presents 
a “ayering-out process” at the margin of the tumor 
:.oduced by internal pressure of the tumor. This 
layering-out process makes for a plane of weakness 
and a natural line of cleavage which produces the 
feeling of a capsule at the time of local excision. This 
is not a true capsule but more properly a pseudocap- 
sule, and if dissection is carried out at this plane of 
weakness, a portion of the tumor is certain to be left 
behind. This pseudocapsule, therefore, predisposes to 
recurrence in the event of local excision, and because 
of this, wide, en bloc excision involving adjacent 
structures and the underlying fascia is suggested as a 
means of treatment of these tumors by the authors. 
For deeper lesions wide excision should be used with 
removal of adjacent muscle bundles at their origin 
and insertion. Amputation is reserved for larger, 
deeper lesions in instances in which wide, radical 
excision cannot be done. Disarticulation is done for 
large, deep lesions of the thigh in cases in which wide, 
radical excision cannot be done, and intrascapulo- 
thoracic amputation is the treatment of choice for 
large lesions above the elbow. Hemipelvectomy is 
done only if the lesion and its involved structures can- 
not be removed with a lesser procedure. 

X-ray therapy and chemotherapy have no place in 
this treatment except for those instances which show 
multicentric foci of origin. X-ray therapy, however, 
is of value in controlling the pain from bony metas- 
tasis. 


In this group of 122 cases the average duration of 


symptoms prior to treatment was 16.6 months, but 
even with this delay the tumors were still localized at 
the time of examination in 83.7 per cent of the cases. 
Eighty-two per cent of the patients had had previous 
treatment elsewhere, usually consisting of local ex- 
cision. Of the 85 patients who had undergone local 
excision, 55 had local recurrences. Only 5 of the 50 
patients treated with wide and radical excision had 
local recurrences. Of the 21 patients who were treated 
primarily with radical surgical procedures, only 2 had 
local recurrences. It would seem from these results 
that control of the lesion is usually possible by wide, 
radical excision. 

The over-all survival rate in this series was 41 per 
cent 5 year cures, regardless of classification or grade 
of the lesion. —E. W. Johnson, jr., M.D. 


Peritendinitis Calcarea of the Hand and Wrist. James 
F. and Byron G. Brocpon. Am. 7. Roentg., 
1957, 78: 74. 


PERITENDINITIS calcarea of the wrist can occur in acute, 
chronic, and latent forms. The acute form usually be- 
gins with trauma or unusual exercise and is charac- 
terized by pain, local swelling, point tenderness, re- 
stricted mobility, fever, increased sedimentation rate, 
and x-ray evidence of calcium deposits in the soft 
tissue. The chronic form presents less striking symp- 
toms and may be of a more prolonged duration. The 
latent form is diagnosed incidentally on the roentgeno- 
grams and usually does not produce symptoms. 

Roentgenographically, these calcifications are typi- 
cally amorphous in character without limiting con- 
tour and specific configuration. They rarely ossify and 
have been confused with sesamoid bones, avulsion 
fracture fragments, and foreign bodies. Evidence of 
such amorphous calcification in the soft tissues asso- 
ciated with acute symptoms of localized swelling, soft 
tissue tenderness, and obliteration of the adjacent 
fascial planes is most often diagnostic. The etiologic 
factors remain obscure, but trauma, infection, vitamin 
deficiency, and disturbance of the calcium metabolism 
have been suggested. 

In all 10 cases presented by the authors roentgeno- 
therapy was satisfactory and successful. The dose of 
roentgenotherapy varied from 50 to 150 roentgens 
(skin dose) usually administered every other day for 5 
to 8 days until a total dose of 450 roentgens was 
reached. A rapid resolution of the symptoms followed 
treatment in all the patients. 

—E. W. Johnson, 7r.,"M.D. 


Finger Deformities Caused by Rheumatoid Arthritis, 
EIKKO A. I. Laine, SAIRANEN, and 
Vainio. 7. Bone Surg., 1957, 39-A: 527. 


THE AUTHORS report a series of 305 patients with de- 
formities of the fingers from the Rheumatism Founda- 
tion Hospital in Heinola, Finland. In this group of 
patients, there were 189 women, 93 men, and 23 
children. One hundred and one patients had fusiform 
swelling of their fingers; 50 of the patients were wom- 
en, 45 men, and 8 children. Ulnar deviation was 
found in 91 of the series; 69 were noted in females, 18 
in males, and 4 in children. 

Another common deformity was that of buttonhole 
with flexion of the proximal interphalangeal joints 
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and extension of the distal interphalangeal joints. 
This lesion was found in 84 women, 22 men, and in 5 
children. 

The swan-neck deformity with hyperextension of 
the proximal interphalangeal and flexion of the 
metacarpophalangeal and distal interphalangeal 
joints was encountered in 30 females, 12 males, and 
in 2 children. 

In 47 patients flexor tendon nodules of variable 
size were encountered. Other less frequent deformities 
were nontraumatic baseball fingers, extensor tendon 
nodules, trigger fingers, and spontaneous ruptures of 
the extensor pollicus longus tendons. 

Each deformity is lucidly, but briefly described, 
with special emphasis directed upon its mechanism. 
Etiologically, the deformities are symbolic of the late 
sequelae of “‘burned-out” rheumatoid arthritis. 

—Samuel L. Governale, M.D. 


The S toms and Pathogenesis of Cysts, Ganglions 
in the Region of the Knee Joint (Zur Klinik und 
Pathogenese der Zysten, Ganglien, im Bereich des 
Kniegelenkes). F. TRAvAGLINI and J. THURNER. Jschr. 
Orthop. Grenzgeb., 1957, 88: 536. 


More cysts are found in the region of the knee joint 
than near any other joint. The differential diagnosis 
occasionally is difficult between bursae caused by 
chronic inflammation and abnormally developed 
recesses in the same region. Further investigation of 
this problem has revealed that occasionally degenera- 
tion of the posterior aspect of a meniscus may also 
cause formation of a cyst in the same region. 

The differential diagnosis between a ganglion in the 
region of the insertion of the semitendinosus tendon 
and a posterior meniscus cyst is often difficult. The 
ganglion is freely movable subcutaneously and does 
not increase in size upon flexion of the knee joint. 
Meniscus cysts are usually found in the proximal half 
of the popliteal space and communicate with the knee 
joint cavity. The ganglion near the pes anserinus is 
usually round, unicameral, and the size of a walnut. 
Meniscus cysts have thick walls, measuring about 1 to 
2 millimeters in diameter, and are usually filled with 
a gelatinous, transparent fluid, resembling thickened 
synovial fluid. Microscopically, these two structures 
are also different, one resembling a true cyst, the other 
a myxomatous structure. In order to better differenti- 
ate between the two conditions, the author recom- 
mends that the meniscus cyst be named meniscoma- 
lacia pseudocystica and the ganglion, tendomalacia 
pseudocystica. —George I. Reiss, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Direct Surgical Approach in Pott’s Disease (Abord di- 
rect du mal de Pott). M. GaLianp, pe Cacny, 
CHARPENTIER, DE Corson, and Fiouriot. Acta orthop. 
belg., 1956, 22: 553. 


In THIS sruDy, made under a grant from the Franco- 
American Berck Foundation, 41 patients with Pott’s 
disease, who were operated upon by radical removal 
of the tuberculous focus are discussed. The authors 
conclude that most of the dorsal abscess involvements 
should be operated upon as soon as possible by the 


direct approach, according to the technique described 
by Kastert (bone grafting, preceded by costotrans- 


versectomy and gentle paravertebral curettage), from — 


the posterior axillary line. 

It was often difficult to arrive at the exact localiza- 
tion preoperatively; sometimes no abscess was found 
at operation. The clinical improvement was borne out 
by the x-ray findings. Recalcification, sclerosis, and 
visible bone-graft were demonstrated in 24 out of 30 
cases. There were 3 complications during the opera- 
tion, 2 injuries to the pleura, and 1 opening of the dura 
with pachymeningitis. Other complications develop- 
ing later included 6 instances of infection, 2 of hemor- 
rhage, and 1 case of radiculitis. The use of local anti- 
biotics for 3 to 6 weeks is recommended. 

The general results in 30 cases were as follows: 18 
were good or very good, 9 were moderate, and 3 were 
unsatisfactory. —E. H. Bettmann, M.D. 


Surgical Reconstruction of the Mandible. Orion H, 
StTuTEvILLe. Plastic G Reconstr. Surg., 1957, 19: 229. 


SURGICAL RECONSTRUCTION of the mandible may be 
necessary in cases of congenital absence of a part of 
the mandible or congenital inhibition of the growth 
potential, and in cases of traumatic or surgical injury 
in which a portion of the mandible is destroyed. The 
shape and size of the mandible differs in each individ- 
ual, and the factors most important in its growth and 
development are inherited growth traits and the 
molding influence of the muscles of mastication and 
facial expression. The growth center in the head of 
the condyle determines the length of the ramus of the 
mandible. 

Several kinds of reconstruction of the mandible are 
presented through case studies with bone grafts utiliz- 
ing the costochondral growth center of the rib, the use 
of the metatarsal growth center of the foot, the use of 
cartilage from the costal arch and the use of bone 
from the ilium. In 2 cases of tumor in which removal 
of the mandible was necessary, reconstruction was 
done immediately during the same operative proce- 
dure. 

Two cases of metatarsal transplantation were pre- 
sented in which the grafts have remained without 
infection and apparently are growing. The rib 
transplant was thought to be preferable to the shorter 
metatarsal graft in a recent case in which a longer 
transplant seemed to be indicated. 

Case reports with roentgen x-ray illustrations are 
outlined to demonstrate the reconstruction of the 
mandible in cases of deformity due to congenital de- 
fects, to destruction of the growth centers by trauma, 
and to surgical removal of a portion of the mandible. 

—C. Fred Goeringer, M.D. 


Surgical Treatment of Lumbosacral Osteoarthritis 
(Traitement chirurgical des arthroses lombo-sacrées). 
Anpré Sicarp. 7. chir., Par., 1957, 73: 257. 


‘TRAUMATIC ARTHRITIS in young people and congenital 
deformities with degenerative arthritis in the lum- 
bosacral area are the best indications for fusions. 
The author uses three bone grafts. Two are placed 
on the decorticated surfaces of the laminae of the 
fourth and fifth lumbar vertebrae and the sacrum. The 
third graft is firmly wedged between the crest of the 
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sacrum and the third spinous process and rests on the 
bases of the fourth and fifth spinous processes, which 
are removed. Thus a bone block in two layers is built 
as close as possible to the vertebral bodies. 

A bone graft 15 to 20 centimeters long and 2.5 cen- 
timeters wide is cut from the tibia. A medial graft is 
cut to exact size from this bone graft, and the remain- 
ing portion split lengthwise to be used as lateral grafts. 
"Mery often, however, bone taken from the bone bank 
is used for the large medial graft. Although the creep- 
ing substitution of bone bank bone is slower, the re- 
sults are good. The solid, medial refrigerated graft 
keeps the vertebrae immobilized and allows fusion of 
the autogenous grafts. The autogenous grafts, once 
fused, block the spine sufficiently to allow a firm 
fusion of the medial graft. Fusions of the latter graft 
may take 6 months to 1 year. 

Spongious bone is always packed around the corti- 
cal grafts, filling up every cavity. 

Sixty-two patients were operated upon. In 26 pa- 
tients who were followed up more than two years a 
bony fusion occurred in 88.5 per cent. 

—j. C. Mulier, M.D. 


Surgical Approaches to the Vertebral Bodies in the 
Cervical and Lumbar Regions. Wayne O. SoutH- 
WICK Rosert A. Ropinson. 7. Bone Surg., 1957, 
39-A: 631. 


In THE Johns Hopkins Hospital direct surgical attack 
on vertebral body lesions has been practiced with 
satisfactory results. Diagnostic material has been 
obtained early and has frequently allowed prompt 
definitive correction. Even tuberculous lesions re- 
spond better to the direct approach. The techniques 
for costotransversectomy and for lateral rachitomy 
have been previously described. In this article four 
additional, open surgical approaches to the cervical 
and lumbar areas are separately described. 

The upper three cervical vertebrae have been 
successfully explored via the pharynx after suitable 
endotracheal intubation or after the establishment of 
a tracheostomy. Placement of the patient in the 
Trendelenburg position is essential if the pulmonary 
tree is to be maximally protected from aspiration. An 
inflated endotracheal tube per se is not considered 
sufficient protection. An osteoma weighing 20 grams 
was removed in 1944 by this direct approach. 

The anterior approach is suitable for attack on 
levels of the third cervical through the first thoracic 
vertebra and is best accomplished via a transverse 
incision just to the left of the cricoid cartilage. (The 
left side is preferred as it is thought that the recurrent 
nerve on this side is somewhat less vulnerable to 
injury.) Protecting the carotid sheath with one’s 
finger, the dissection is carried down till the trachea, 
esophagus, and thyroid are retractable medially and 
the carotid sheath is retractable laterally. Incision of 
the prevertebral fascia completes the approach. 

There were several complications with the anterior 
cervical approach as described. One esophagus was 
penetrated without serious ramifications; one verte- 

artery was severed necessitating the use of a gel- 
foam pack; one recurrent nerve was transiently para- 
lyzed; and there was one Horner’s syndrome. 

An anterior approach to the lumbar vertebrae is 


useful for all five lumbar vertebrae and utilizes a 
Finochietto rib retractor between the thorax and the 
iliac crest. The patient is tilted with the operative 
side up 35 degrees. The distal half of the twelfth rih is 
resected subperiosteally and the incision is continued 
obliquely downward and anteriorly to the lateral 
edge of the rectus abdominus. The muscles are sepa- 
rated or cut till the peritoneum is separated from the 
psoas muscle and from the vertebral bodies. The vena 
cava (on the right) or the aorta (on the left) is bluntly 
dissected and gently retracted as the lumbar veins 
are identified, secured, and severed. The sympathetic 
chain can be cut without untoward symptoms or it 
may be retracted. There have been no complications 
with the use of this technique. 

The midline posterior approach to the lumbar 
vertebrae through the usual laminectomy approach 
involves passage through the erector spinal mass 
which is often beset with troublesome bleeding. Also, 
such an approach limits one to that part of the verte- 
brae immediately adjacent to the disc. An approach 
just lateral to the sacrospinalis is better; this approach 
leads to the transverse processes. The transverse proc- 
esses are then cut free with an osteotome, and by 
periosteal dissection the quadratus lumborum and 
the psoas major muscles are separated from the verte- 
brae. The lumbar nerves must be identified and 
saved as they pass enroute to the foramina. Other 
than this there have been no complications with this 
posteriolateral approach. 

In all approaches the operative roentgenogram 
with an identifying metallic marker is most valuable. 

—Everett Shocket, M.D. 


Spine Fusion in Young Children; a Long Term End- 
Result Study with Particular Reference to Growth 
Effects. HALForp Hatiocx, KENNETH C. FRANCIS, 
and James B. Jones. 7. Bone Surg., 1957, 39-A: 481. 


THE AUTHOR conducted a survey in 15 younger chil- 
dren with spinal fusion for tuberculosis to determine 
if any growth imbalance would ensue since previous 
studies showed signs of growth retardation in fused 
vertebral bodies. The age of the patients ranged from 
15 to 24 years with a follow-up period of from 12 to 31 
years. The calculated mean between the values for 
the anterior and posterior vertebral borders was used 
to express the length of height of any vertebral seg- 
ment. The measurements were carried out in terms of 
percentage-increase over 100, as illustrated by the 
following example: If the fusion area measures 10 
centimeters in length and 15 centimeters in the end- 
result, the percentage change equals 150 divided by 
100, which is 1.5 or an increase of 50 per cent. 

The following changes were apparent: 

1. After solid fusion no change in the kyphosis took 
place with development of a compensatory lordosis 
above and below. Fusion had only a slightly greater 
retarding effect on the growth of the posterior ele- 
ments than on the bodies. 

2. Narrowing of the intervertebral spaces in the 
fused area occurred in all patients (disuse atrophy 
following immobilization or increasing pressure.) 

3. Trapeziform development of the last normal ver- 
tebral body at the end of a fusion area, which in- 
dicates a definite retarding effect upon the development 
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TABLE I.—CALCULATED LOSS OF PRESACRAL GROWTH FOLLOWING FUSION 


Six Twelve Five 

Thoracic Thoracic Lumbar 

Vertebrae Vertebrae Vertebrae 

(Centimeters) (Centimeters) (Centimeters) 

Growth loss resulting from 25 per cent retardation following fusion at one year of age. 2.1 41 3.0 
Growth loss resulting from 40 per cent retardation following fusion at one year of age. 3.3 6.6 4.8 


of the proximal portion of the fused end vertebra. 

4. In all patients underdevelopment of the fused 
vertebral bodies was noted. 

The entire fusion area grew an average of 37 per 
cent less anteriorly and 45 per cent less posteriorly 
than normal vertebrae. The fused normal vertebrae 
grew 23 per cent less anteriorly and 36 per cent less 
in the posterior elements than adjacent normal un- 
fused vertebrae. 

This interesting analysis, although based on a 
rather small number of patients is illustrated by com- 
parative charts, one of which is shown (Table I). 

—E. H. Bettmann, M.D. 


The Selflocking Metal Hip Prosthesis, Austin T. 
Moore. 7. Bone Surg., 1957, 39-A: 811. 


IN THE PAST 6 YEARS the selflocking metal hip pros- 
thesis has been used in a wide variety of cases; 159 
operations were performed on 153 patients. A statisti- 
cal study of end results made 2 or more years after 
operation is reported in tabular form. 

One group of 55 patients underwent 61 operations 
and was followed up for 2 to 6 years. There were 35 
females and 20 males in this group. The ages of the 
patients varied from 15 to 89 years. The majority were 
between 60 and 70 years. 

There were 6 patients between 15 and 20 years of 
age. Four of the 6 were severely crippled with slipped 
epiphyses. The prosthesis was inserted bilaterally in 
one of the 4. Two of the early operations resulted in 
complete failure. One patient died of cardiac arrest 
on the operating table. There were 3 superficial in- 
fections but no deeply infected wounds. It was neces- 
sary to remove the prosthesis only once. There were 
no cases of arthrokatadysis and none in which the 
prosthesis migrated downward into the femoral shaft. 
In 3 patients there appeared to be some motion of the 
prosthetic stem in the medullary canal, but this was 
relieved by cessation of weight bearing and the use of 
crutches. 

There were no fractures of the bone during the 
application of the prosthesis and no dislocations of the 
hip during the operation. 

A statistical table of 55 patients with follow-up re- 
sults for 2 years or more is given. 

A few days after the operation the patient may be 
up and about on crutches. He may leave the hospital 
approximately 10 days after surgery. Weight bearing 
is restricted during the first 6 months and gradually 
increased as roentgenograms reveal increasing bone 
density about the prosthesis. The patient returns for a 
careful check-up study and a roentgenographic ex- 
amination every 2 months for a year following the 
operation. 


The patients are cautioned that they should carry a 
cane and be careful in the use of the hip for the bal- 
ance of their lives. They are made to understand that 
no artificial replacement can be expected to function 
as well as the normal hip and are urged to be careful. 
They are advised to always carry a cane or to use a 
light support. 

Approximately 80 per cent of the prostheses used 
were large sizes—one and seven-eighths inches, 2 
inches, and 2 and one-eighth inches. Approximately 
50 per cent of the 55 patients required the one and 
seven-eighths-inch prosthesis. 

If the neck of the femur is lengthened by a pros- 
thesis which is too large, the hip joint capsule may be 
stretched and there will be residual pain. If the size of 
the head of the prosthesis is too small, there will be 
degenerative changes in the acetabulum with conse- 
quent “‘wandering acetabulum”, traumatic arthritis 
of the hip, or arthrokatadysis. In order to distribute 
the stress evenly it is important that the head of the 
prosthesis fit perfectly. At the time of surgery the five 
different sizes of the prosthesis should be at hand. 

The incision is made low on the buttocks, about 2 
inches distal to, and toward the outer side of, the 
posterior inferior spine of the ilium. The sciatic nerve 
lies fully exposed in the lower part of the wound. It is 
retracted medially and, as it is dissected upward, its 
small branch extending to the external rotators of the 
hip and to the posterior capsule of the hip joint is 
easily identified and resected. Resection of this nerve 
is thought to be of benefit in relieving postoperative 
pain. The insertions of the short external rotators, the 
gemelli, and the obturator internus are divided, and 
as these muscles are retracted the posterior aspect ot 
the hip capsule is exposed. The hip capsule is incised, 
in line with the long axis of the femoral neck, upward 
to the acetabular margin. The distal capsular attach- 
ment is stripped downward to expose completely the 
lower and under surface of the femoral neck. There 
should be practically no bleeding. 

When the capsule of the hip joint was divided at its 
acetabular attachment in some of the early patients, 
excessive new bone formation subsequently developed 
which limited abduction and produced pain by the 
pinching of the trochanteric region against this 
roughened acetabular rim. With the low posterior 
approach to the hip joint, the acetabular margin is 
never disturbed. The joint capsule is incised in line 
with the long axis of the neck of the femur, and the 
capsule is detached from its distal insertion in the in- 
tertrochanteric region. 

The neck of the femur is cut with a saw one-half to 
three-quarters of an inch above the lesser trochanter. 
This cut must be made in exactly the right plane to 
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ensure the perfect fit of the prosthesis and to incline it 
forward in order to preserve the normal anteversion 
of approximately 20 degrees. In instances in which it 
is difficult to displace the femoral head from the ace- 
tabulum, the neck of the femur may be divided and 
the head subsequently removed. Usually no attempt 
is made to remove any of the acetabular cartilage or 
to deepen the socket. In exceptional cases, osteophytes 
or overgrown bone about the acetabular margin may 
be removed. Before the final seating of the prosthesis, 
bits of cancellous bone removed from the femoral neck 
and the upper end of the femoral shaft are placed in 
the fenestrations of the prosthesis. 

Apparently, vitallium is inert in the tissues, and it is 
possible that the prosthesis may last indefinitely. 

—C. Fred Goeringer, M.D. 


Cineplasty; Results of Follow-Up Study. Tuomas J. 
Canty and E. BLEcK. US. Armed Forces M. F., 
1957, 8: 972. 


THE OBJECTIVE of this study was to determine whether 
or not cineplasty was of value to the patient. Forty 
patients with known results from cineplasty comprise 
the basis of this report. These patients had cineplasty 
operations between 1946 and 1952. Of the 40, 28 had 
biceps cineplasties and 12 had pectoral cineplasties. 
All of the patients were young adult males between 
20 and 35 years of age. Patients with long stumps be- 
low the elbow for biceps cineplasties produced the 
high per cent of good results in this group. Cineplasty 
is not recommended in forearm flexors and extensors 
because the tunnels have limited excursion and power. 
The use of biceps cineplasty in long stumps above the 
elbow is not desirable because shoulder harnessing is 
necessary to hold the socket on to the stump. Pectoral 
cineplasties were not particularly advised on long or 
medium stumps above the elbow inasmuch as they do 
not offer any great functional improvement and do 
not eliminate harnessing. Pectoral cineplasty for the 
very short stump above the elbow or shoulder disarti- 
culation is definitely indicated, since it makes a much 
more functional prosthesis. 

All of the operations were performed under general 
anesthesia. The skin flap, raised for the muscle tunnel, 
measured at least 3 by 3 inches, and the base of the 
flap was made slightly wider than the sides and ends. 
After the biceps muscle was dissected completely from 
its bed, the insertion was severed. The muscle tunnel 
was made, with Mayo scissors, through the thickest 
and most central portion of the biceps muscle, and 
was made large enough to accommodate the index 
finger. It is important in biceps cineplasty that the 
tunnel be made perfectly straight, with its axis directly 
perpendicular to the long axis of the arm. 

Laminated plastic sockets were used in all patients. 
The muscle tunnel pegs were made of soft dental acry- 
lic, molded over a stainless steel core surrounded by a 
eg tube. The pegs were either straight or 


ped. 

_ This final phase of treatment is the most important 
in ensuring a good result from the operation. It first 
consists of postoperative exercises of the muscle motor. 
Patients with biceps cineplasties were taught not to 
supinate the forearm when contracting the biceps 
muscle. The training in the use of the prosthesis was 


TABLE I.—PATIENTS’ OPINIONS AS TO ADVAN- 
TAGES OF CINEPLASTY 


Reason Biceps Pectoral 
Avoids shoulder harness........... 9 
Better grip and control............ 22 8 
Lighter and easier to use.......... 21 7 
More work in wider range......... 19 9 
Sense of touch of normal arm...... Gas 3 — 
Independence of arms. .......5..6650s-e0 2 2 
Permits use of velocity elbow lock... ..... — Not used 


conducted by the occupational therapist and the am- 
putee instructor. In addition to dexterity with the 
prosthesis, functional skills such as dressing, handling 
a screw driver, and typewriting, also were taught. 
Each patient had to pass an achievement test before 
he could be discharged. All patients were equipped 
with the Dorrance hook, the Army Prosthetics Re- 
— Laboratory (APRL) hook, and the APRL 
nd. 

In an attempt to analyze the reasons for the high 
per cent of good results (82.5 per cent), the following 
factors appear to be most important: 

The selection of patients. This cannot be empha- 
sized too strongly; intelligent and co-operative pa- 
tients who desire the operation are a great asset. 

A modern and comfortable prosthesis. In former 
years the prostheses were not successfully adapted to 
a cineplasty, and even though the cineplasties were 
adequate surgically, failures resulted from poorly con- 
structed and poorly functioning prostheses. 

—C. Fred Goeringer, M.D. 


FRACTURES AND DISLOCATIONS 


Arthrodesis of the Tuberculous Elbow Joint (Ar- 
throdese des tuberkuloesen Ellenbogengelenkes). 
HELM LEGAL. Cschr. Orthop. Grenzgeb., 1957, 88: 441. 


THE AUTHOR presents a new method of arthrodesis of 
the tuberculous elbow joint, which preserves supina- 
tion and pronation of the hand. Even in cases in which 
supination or pronation is limited prior to surgery, 
it can be considerably improved with the procedure. 

A routine dorsolateral incision is made over the 
elbow. The head of the radius is identified and re- 
sected for a distance of 3 to 4 cm. At the same time the 
capitulum humeri can be resected if it is destroyed by 
infection. A groove is made in the distal humerus and 
proximal ulna to accommodate the resected radial 
head which is used as a bridging graft between the 
two bones. Postoperatively, the hand is held for 3 
weeks in midposition with the thumb up, then, grad- 
ually, motion is begun to increase pronation and su- 
pination. 

In 9 patients this procedure was done. Three of the 
patients were operated upon very recently and it is 
too early to evaluate the results at this time. In 3 cases 
pronation and supination were normal after surgery, 
in 2 cases they were markedly improved, but in one 
patient in whom the infection extended to the fore- 
arm, no improvement was observed. 

Despite the relatively small number of patients ob- 
served, the author believes that this procedure is 
much superior to simple arthrodesis of the elbow joint, 
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as it preserves function of the hand. To the author’s 
knowledge this method has not been previously de- 
scribed in the literature. 

—George B. Wichman, M.D. 


Review of the Results of Judet’s Endoprosthetic Ar- 
throplasty (Zum heutigen Stand der Endoprothesen- 
plastik der Huefte nach Judet). JAN Scuocu. Zschr. 
Orthop. Grenzgeb., 1957, 88: 502. 


IN REVIEWING CASES from his own hospital and the 
literature the author discusses the present day view of 
endoprosthetic arthroplasty of the hip joint. In his 
opinion the prosthesis in recent years has been used 
indiscriminately, without proper indications, and be- 
cause of this has fallen in disrepute. 

In selecting patients for surgery many factors 
should be considered. Very poor results are seen in 
patients under 20 years of age, since apparently a 
growing skeleton does not adapt itself well to an in- 
creased stress created by the introduction of a pros- 
thesis. No difference in the end results appears to oc- 
cur in patients between 30 and 60 years of age. Good 
results are to be expected in patients between 20 
and 30 years of age and those more than 60 years of 
age. The psychological attitude of the patient toward 
the procedure is important and greatly influences the 
outcome of surgery. Also patients who are in good 
physical condition and especially those who have 
good strong muscles appear to tolerate the procedure 
well. In many patients the author advocates physio- 
therapy prior to surgery in order to develop muscles 
around the hip joint. Patients with heart disease, ar- 
teriosclerosis of severe degree, and hypertension should 
be excluded from surgery unless other indications are 
present. Patients who already have a fusion or stiffness 
of the spine, of the other hip, or of the knee on the 
same side will greatly benefit from a prosthesis. 

Since the presence of healthy bone is necessary for 
good long term end results, endarthroplasty should 
not be done in patients with inflammatory involve- 
ment of the hip joint or severe cystic changes of the 
femoral head and neck. In some of these cases in 
which the neck of the femur is altered after resection 
to the healthy bone, a long neck prosthesis can be 
used to great advantage. In patients with old congen- 
ital dislocation of the hip joint, surgery should be 
done only when the head of the femur is brought 
down to the level of the acetabulum. In patients with 
an old fracture of the hip which resulted in nonunion 
or aseptic necrosis of the head of the femur, or in old 
individuals for whom prolonged bed rest is contrain- 
dicated, endoprosthetic arthroplasty should be done. 

Technically, since resorption of the femoral neck is 
to be expected after some time, the neck of the femur 
should be left as long as possible at the time of surgery. 
In the author’s experience a slightly smaller prosthe- 
sis than the original femoral head gives the best func- 
tional stability. Also placement of the prosthesis in the 
valgus position, which reduces the pressure on the 
prosthesis, is important. The author prefers to use an 
anterior approach in all of his cases, but does not re- 
move the origin of the quadriceps femoris from the 
pelvis. This, he thinks, stabilizes the hip joint post- 
operatively and prevents the dislocation of the pros- 
thesis. In surgery, débridement of diseased or scarred 


tissue which shows poor circulation should be done, 
If osteophytes are present around the acetabulum, 
they should be removed. The circulation of the cap. 
sule as well as of the endosteum should be preserved 
as much as possible. 

In conclusion, the author states that endoprosthetic 
arthroplasty is a very valuable procedure if proper 
indications and meticulous surgical technique are ob- 
served. —George B. Wichman, M.D. 


Aseptic Necrosis of the Femoral Head of Traumatic 
Origin; Use of Tomography (Les nécroses traumati- 
ques de la téte fémorale; intérét de la tomographie), 
P. Decou.x, F. VANDENpDROP, A. SouLieER, and J. P, 
Razemon. Lille chir., 1956, 11: 267. 


Amonc the complications causing pain and disability 
after injuries of the hip, aseptic necrosis of the femoral 
head has been studied only recently. The following 
points are emphasized: 

1. Aseptic necrosis is only exceptionally caused by 
faulty treatment. 

2. The clinical picture does not correspond with the 
radiologic findings. 

3. Tomographic examination is an important diag- 
nostic tool. 

4. An important proportion of the patients with 
aseptic necrosis do not require surgical treatment. 

5. Treatment is difficult. 

Aseptic necrosis may be found: (1) after fractures of 
the femoral neck, (2) after luxations of the hip joint, 
(3) after fractures of the head of the femur, and (4) 
after simple contusions of the hip joint without any 
apparent bony articular lesion. 

Necrosis occurs in 20 per cent to 30 per cent of all 
the cases of united fractures of the neck. Symptoms 
may be absent for 1 to 5 years (latent period). In the 
second phase the diagnosis can be made on the basis 
of the severe pain and x-ray signs. After 3 or 4 years 
the mobility of the hip joint improves and it is only 
many years later that osteoarthritis causes pain and 
limitation of motion. 

After luxation of the hip joint, aseptic necrosis is 
found in 50 per cent of the cases. Symptoms usually 
appear within the first year. Surgical treatment is 
often required. 

Tomographic examination is very useful in dis- 
tinguishing the following types of lesions: (1) necrosis 
of the upper part of the head, (2) extensive necrosis of 
the head, and (3) spotty necrosis of the head. 

Conservative treatment is often sufficient. Minor 
operations may give some relief (removal of the nail, 
removal of the sequestrated bone fragment, Phemister’s 
bone grafts, or subtrochanteric osteotomy). Major 
surgery such as an arthroplasty or an arthrodesis may 
be necessary. —JF.C. Mulier, M.D. 


The Results of the Treatment of Fractures of the Neck 
of the Femur (Les résultats du traitement des frac 
tures cervicales vraies du fémur). F. PorLyeux, C. 
Houparp, and C. A. Hucuert. Sem. hép. Paris, Amn. 
chir., 1957, 33: 315. 


THE AUTHORS made a comparative study of the re- 
sults of different methods of treatment for fractures of 
the neck of the femur. 

The mortality rate of all hospitalized patients was 
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30 per cent. For those under 75 years of age the mor- 
tality was 11.1 per cent and for those over this age it 
was 52 per cent. The mortality was about equal 
whether nailing or prosthetic replacement was carried 
out (22 per cent). When no surgical treatment was 
instituted however, it rose to 70 per cent. 

It is the authors’ impression that after nailing of 
fresh fractures there will be either an immediate or 
late excellent or poor result, and after a prosthetic 
replacement for fresh fractures there will be fewer 

r but also fewer good results. In cases of nonunion 
of the neck however, the prosthesis yields generally 
results. 

The authors conclude that Smith-Peterson’s nailing 
remains the procedure of choice, but that a prosthesis 
is to be preferred under certain circumstances; for 
instance, as a life-saving measure in patients in poor 

neral condition or in case of fractures which cannot 
be reduced by closed measures. 

—j. C. Mulier, M.D. 


Contribution to the Study of the Fracture-Luxations 
of the Tarsal Scaphoid (Contributo allo studio delle 
fratture-lussazioni dello scaphoide tarsale), E. Mar- 
cont, and E, Fontani1t. L’ateneo parmense, 1957, 28: 53. 


Two INSTANCES of tarsal scaphoid lesion are reported. 

The first patient, a 44 year old metallurgic worker, 
slipped on icy ground and jumped, landing on his 
feet. There was immediate severe pain in the right 
ankle region and inability to use the foot. 

The roentgenologic examination showed the right 
tarsal scaphoid to be subluxated dorsally for about 1 
cm. A free fragment of the subluxated scaphoid was 
visible above the head of the astragalus. There was no 
evidence of a fracture line; however, the scaphoid was 
displaced medially. Three days after the accident, 
under a light ether anesthesia, the dislocation was 
reduced with the aid of traction with a Kirschner 
wire which was passed permetatarsally and by pulling 
on the calcaneus, and then with direct pressure on 
the scaphoid itself under fluoroscopic control. 

The immediate results were good, the pain on 
walking rapidly stopped; however, later the pain and 
difficulty in walking recurred and the patient was 
returned to the hospital for more adequate therapy. 

The second case was that of a 32 year old farm 
worker who fell to the ground from a load of hay, his 
tight foot striking the earth first. In this instance pain 
and difficulty in walking developed also. The roent- 
genologic examination disclosed a fracture line and 
loosening of the summit of the scaphoid tuberosity, 
but without marked displacement of either fragment. 
Treatment consisted simply of the application of a 
plaster-of-paris cast of shoelike form for 25 days. A 
year later the roentgenogram showed perfect healing. 

In the first case reported the scaphoid on the sagit- 
tal projection of the roentgenogram presented more 
of a conical than of a true navicular (scaphoid) 
shape, that is, the medial (tuberosity) end was 
markedly developed, while the lateral portion was 
more or less atrophic; this may be a factor in the pro- 

ion of the medial and superior dislocation of the 
bone as a whole. This cuneiform shape of the sca- 
phoid may also partly explain why this dislocation is 
frequently so easily produced and more or less easily 


reduced, but difficult to hold in the reduced position. 
The second case reported is of interest in being a 

pure fracture (without dislocation) of the tarsal 

scaphoid. —John W. Brennan, M.D. 


ORTHOPEDICS IN GENERAL 


Modern Treatment of Vertebral Tuberculosis; Com- 
parative Study of the Focal Approach and Posterior 
Osteosynthesis (El tratamiento moderno de la tuber- 
culosis vertebral ; estudio comparativo entre el abordaje 
focal y la osteosintesis posterior). V. Sancuis OLmos. 
Rev. ortop. traumat., Madrid, 1957, 1: 3. 


Durinc the past 5 years (1951 to 1956, inclusive), 27 
patients with tuberculosis in one or more of the spinal 
vertebrae have been operated on in the author’s clinic 
(Hospital Provincial of Madrid, Spain) by the classic 
method of Hibbs (posterior cnceipadanian or modifi- 
cations thereof, and 33 were treated by means of the 
anterior approach (intrafocal intervention) as pro- 
posed by Ito, et al. (7. Bone Surg., 1934, 16: 449; ab- 
S42), in Surg. Gyn. Obst., Internat. Abst. Surg., 1934, 59: 
542). 

As originally proposed, the latter operation con- 
sisted of aspiration of any abscess present, emptying 
and thorough curettement of the cavity, or cavities, in 
the corpus vertebrae, followed by removal of the 
sclerotic bone tissue lining such a cavity and filling of 
the resultant, freshened cavity with bone chips or 
cancellous fragments. The present technique used by 
the author is practically the same as that given in his 
original report in 1934 (Acta ortop. traumat. iberica, 
1953, 1: 471; abstract in Surg. Gyn. Obst., Internat. 
Abstr. Surg., 1954, 98: 577) but recently he has omitted 
removal of the eburnated tissues and filling of the 
cavity with bone chips. 

The results in the 27 patients subjected to posterior 
osteosynthesis were good in 9, moderate (the patient 
could return to work but needed some support such 
as a special corset) in 8, and poor (the patient could 
not work at all, or only for brief periods) in 3. In 5 
cases the results are not known. Finally, there were 2 
deaths, which were attributable to the operation. 
The author considers these results to be anything but 
encouraging. 

In the 33 patients in whom the operation was car- 
ried out by attacking the lesion directly from in front 
the comparable results were excellent or good in 26; 
they were good immediately after operation, but the 
final results are unknown in 4. For 3 patients no re- 
sults were given because in one the vertebral lesion 
was not removed as it could not be located, in an- 
other hemorrhage did not allow further operation, 
and in the last only a biopsy specimen was procured. 

Not only were these last detailed results relatively 
good in the aggregate, but they were good without 
reference to the type of tuberculous involvement 
present in the vertebra. The encouragement engen- 
dered by the results obtained with the anterior ap- 
proach is reflected in the fact that in the past 2 years 
(1955 and 1956) posterior osteosynthesis has not been 
employed in a single instance. 

At present posterior osteosynthesis is resorted to 
only in those instances in which the initial lesion is of 
the exudative type, in which the general medical 
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therapy should be sufficient to cure the focus, in those 
instances in which the abscess is extensive and addi- 
tional fixation of the spine is desirable while the ab- 
scess is draining, and in those instances in which total 
cleansing of the focus was not possible at operation or 
filling of the residual cavity with bone chips did not 
seem sufficient to maintain the stability of the spine 
during the process of healing. 

Not least of the advantages of the anterior approach 
is the much more rapid process of healing with re- 
establishment of the patient’s ability to return to his 
previous physical activities. 

—John W. Brennan, M.D. 


A Clinical and Experimental Study of Plaster of 
Paris Bandages in Canada. Epwarp H. Simmons and 
LionEt A, Cox. Canad. M. Ass. F., 1957, 76: 941. 


Matrtuysen, who in 1852 introduced plaster of paris, 
used strips of coarse-meshed cotton into which finely 
powdered plaster was rubbed, followed by rolling into 
bandages. Plaster of paris produced from purified, 
mined gypsum follows these equations: 


2CaSO, . 2H,O-+ Heat—--2CaSO,. %4H,O+3H,O 
gypsum ———plaster of paris 


When immersed in water the above equation is 
reversed to reform crystalline gypsum. The forming, 
interlocking crystals when undisturbed form a solid 
structure. Removal of the excess water by squeezing 
the bandages results in a more rapid attainment of 
strength and should lead to fewer breakdowns, pro- 


vided there is no large plaster loss. The Dillon me. 
chanical pressure gauge of a compression tester was 
used to measure and compare the strength of different 
bandages and the force required to crush a plaster 
cylinder, and the plaster loss by soaking and pressing 
was analyzed. 

The desirable properties are enumerated in the fol. 
lowing 11 requirements during application: (1) rapid 
saturation, (2) no dry spots, (3) low plaster loss, (4) 
should not telescope, (5) no loose threads, (6) rapid 
thickening, (7) smooth and creamy texture, (8) no 
tendency to ridge, (9) moldability, (10) correct setting 
time, and (11) not irritating to the operator’s hands. 

The desired properties after application as required 
by the Canadian orthopedists are: (1) high early cas 
strength, (2) durability, (3) no delamination, (4) 
freedom from irritation, (5) smooth finish, and a (6) 
white appearance. 

The extra fast setting bandages (2 to 5 minutes) 
were preferred. A smooth creamy feel was considered 
important for good molding. An average of 10 per 
cent of the casts were in poor condition on removal. 
Slower setting bandages appeared to stand up better. 
The ultimate optimal strength is obtained after 48 
hours, indicating that full weight bearing on walking 
casts should not be allowed before that time. 

Generally there are two extreme types of ortho- 
pedic surgeons, the “‘squeezers” and the “non- 
squeezers.” A squeezed bandage is not as messy to 
use as one in which excess water has been left. 

—E. H. Bettmann, M.D. 
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BLOOD VESSELS 


Mechanical Factors in Atherosclerosis. J. B. Ducuip 
and W. B. Rosertson. Lancet, Lond., 1957, 1: 1205. 


THE QUESTION OF DIET in atherosclerosis has occupied 
so much attention in recent years that the mechanical 
factors recognized by writers in the past seem almost 
forgotten. The authors state: ‘““We have found evi- 
dence to support it, and are more than ever convinced 
that there can be no clear understanding of athero- 
sclerosis until the mechanical factors concerned in 
arterial function are taken into account. The mechan- 
ical hypothesis and the thrombogenic are complemen- 
tary ” 


An investigation was made in cases of coronary and 
aortic atherosclerosis for evidence of mural thrombo- 
sis. Thrombi of all kinds were found with astonishing 
frequency ranging from large masses of red clot, almost 
occluding the lumina of the arteries, down to thin 
mural deposits of fibrin, so small as to be hardly de- 
tectable. Some were very recent and others were 
partly organized. It became evident that thrombosis, 
instead of being an occasional complication of athero- 
sclerosis, was an important factor in its pathogenesis. 
Mural thrombi commonly undergo fatty changes and 
thus assume the characteristics of atherosclerotic 
plaques. 

There is good reason to believe that quite a con- 
siderable proportion of the lesions classified as athero- 
sclerosis are in reality altered thrombi. Assuming the 
validity of this thrombogenic hypothesis, it is easy to 
see how narrowing of the arteries is brought about. 
The mural thrombi which form at first reduce the 
lumina of the arteries. However, with the effect of 
blood pressure and the progressive dilatation which 
follows the loss of elasticity, the thickened artery may 
become wider than normal. 

Among 50 patients with severe coronary athero- 
sclerosis, local hemorrhage was found in 33. In 16 
patients the hemorrhages were almost all at the mar- 
gins of the atheromatous foci, just at the points where 
the layers of the intima were being torn apart. This 
finding, which is not uncommon, seems to provide 
the strongest support for the mechanical hypothesis 
for it indicates, as clearly as any histological sign, that 
the same forces as tear the layers of the intima apart in 
postmortem contraction are also in operation in life 
and are a source of injury to living tissues. The hemor- 
thages almost always communicate with atheroma- 
tous foci, and disintegrating corpuscles are usually so 
intimately mixed with lipoid droplets, cholesterol, and 
hemosiderin that it is hard to avoid the conclusion 
that the larger atheromatous accumulations are the 
result of recurring hemorrhages. 

If anything is to be learned from experiments on 
animals regarding the cause of atherosclerosis, it is 
that movement is the crucial factor. “We are therefore 
forced back to the position of the older writers who 
regarded atheroma as part of the wear and tear of 
—Robert A. Nabatof,, M.D. 


87 


The Treatment of Hemangiomas. Joun R. Lewis, Jr. 

Plastic & Reconstr. Surg., 1957, 19: 201. 

THE BULKY, CAVERNOUS HEMANGIOMA whether it in- 
volves the skin, the subcutaneous or deeper tissues is 
best treated by the injection of sclerosing solutions. It 
is urged that this method be given a trial before more 
radical treatment such as x-ray irradiation, radon seed 
implantation or surgery is used. The exception is the 
small, easily excised hemangioma for which excision 
may be justified. 

A mixture of 5 per cent sodium morrhuate with an 
equal volume of 2 per cent procaine is recommended 
for injection. Hyaluronidase (150 units) may be added 
to the sclerosing solution. When individual vessels 
are available for injection the solution of choice is half 
or full strength sodium morrhuate solution. Sylnasol 
is believed to be less irritating and somewhat safer for 
individual lesions of the face. A snug pressure dressing 
is used whenever possible. Multiple photographs 
illustrate preoperative and postoperative conditions. 

—Allan D. Callow, M.D. 


Clinical Aspects of Obstruction of the Aortic Bifurca- 
tion, the Leriche Syndrome (Quelques aspects 
cliniques de obliteration de la fourche aortique, 
de leriche). Kunin and C. Birry-BoE.y. 

esse méd., 1957, 65: 888. 


THE AUTHORS’ STUDY comprises 66 patients with ob- 
struction of the aortic bifurcation observed between 
the years 1942 and 1956 by Rene Leriche and the 
authors. In 51 cases the diagnosis was verified by 
aortography at the time of surgery or at autopsy. 
The 15 remaining cases were established by clinical 
criteria typified by a decreased locomotor ability and 
lumbopelvic pain associated with absence of ileo- 
femoral pulses. 

The obliteration of the aorta distally to the renal 
vessels consists of a progressive stenosing process 
terminating in a sudden complete thrombosis of the 
remaining lumen. If the aortic lumen is considerably 
stenosed at the time of the terminal thrombosis, the 
clinical signs are relatively mild; on the other hand, if 
at the time of thrombosis the aortic stenosis is only 
mildly pronounced the pseudoembolic, paraplegic, 
and abdominal forms with severe associated symptoms 
will culminate the disease. Prior to complete oblitera- 
tion the aortic stenosis only rarely is localized to a 
short segment. A more common form is a wider spread, 
concentric, sometimes funnel-shaped narrowing en- 
croaching on the iliac vessels as well as the aorta. In 
cases of multiple stenoses peripheral arterial lesions 
are associated. In 3 patients of the reported series 
simultaneous symptomatology in the lower extremities 
suggested an obliteration starting in the aorta itself. 
The association of peripheral arterial occlusions with 
iliac arterial stenosis is common and the latter (uni- 
lateral) often precedes the aortic obliteration. In 
such cases an actual polyarteritic involvement is in 
effect, as manifested by 2 patients, one admitted with 
coronary thrombosis and the second with a cerebral 
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vascular accident. The progress of peripheral arterial 
occlusions terminating in obstruction of the aorta was 
variable, in most patients slow and only occasionally 
pseudoembolic. Recurrent episodes of ischemia were 
followed in some patients by stabilization and amelio- 
ration of the symptoms. Abdominal pain, vomiting, 
bloody diarrhea, and paraplegic phenomena were 
indications of acute aortic obstruction up to the renal 
vessels in 2 patients. Aortography demonstrated a 
probable obstruction of the inferior mesenteric artery 
in one. 

Difficulties with erections are not a constant finding 
and are ofien temporary. Intermittent claudication 
depends on the extent of aortic involvement, on the 
one hand, and on peripheral arterial involvement, on 
the other. Two main forms may be distinguished. 
The one manifests itself by lumbopelvic pain which 
develops on exertion and is associated with peripheral 
numbness and fatigability. This is the usual manifes- 
tation of aortic occlusion of the aorta from below the 
renal arteries, encroaching on the iliac vessels. In the 
other form, pain in the buttocks and hips accompanies 
obliteration of the aorta and the iliac vessels. Not 
uncommonly pain in the thighs and calves is found 
and this is a manifestation of good collateral circula- 
tion. The lateralization of pain is a manifestation of 
the asymmetry of involvement. 

The distance which the patient can cover depends 
neither on the height of the obliteration nor the mag- 
nitude of oscillations measured. In some patients 
decreased exercise tolerance was seen while testing 
their durability. A longer period of recovery was 
necessary every time even if shorter distances were 
covered. Other patients would find an actual amelio- 
ration after walking. Such individual variations are 
probably caused by variability of the vasomotor 
reactions which, on occasion, are seen in peripheral 
arterial disease. 

Better than half of the patients at the time of the 
first examination had no or diminished oscillations, 
but it is not exceptional to find oscillations at the 
ankles and calves. The degree of oscillation depends 
on the time elapsed from the development of aortic 
obstruction, and in the cases in which oscillation at the 
calves was found a period of several months had 
elapsed. 

Peripheral trophic changes, especially in cases of 
pure aortic obstruction, are commonly absent. Such 
changes occur predominantly in cases of additional 
peripheral arterial involvement, namely of the 
popliteal bifurcation and distal to it. In a case of 
Leriche’s syndrome without trophic changes one can 
assume the patency of the popliteal vessels. Aortog- 
raphy reveals a varying extent of arterial obliteration 
and collateral arterial development; the latter is of 
prognostic importance. The left colic artery may de- 
velop as a major collateral vessel and reach the size of 
the popliteal artery. In such cases an intervention on 
the distal part of the intestinal tract may result in 
gangrene. 

Although definite diagnosis prior to exploration 
can be established only by aortography, a clinical 
sign of diffuse bilateral lumbopelvic pain occurring 
on exertion and in association with peripheral numb- 
ness and absence of the iliofemoral pulses, and (when 


possible to examine) with absence of aortic pulsa- 
tions is diagnostic. The blood pressure in the reported 
series was within normal limits in view of the age of 
the patients. Four patients had a Goldblatt type of 
hypertension and one was cured after undergoing 
a left nephrectomy. 

The medical treatment of the Leriche syndrome 
consists of eliminating animal fats from the diet with 
some response in an occasional patient. In no pa- 
tients who ceased smoking was this of value. Vaso- 
dilators administered by mouth, subcutaneously, or 
intramuscularly would on rare occasion give some 
results. Infiltration of the sympathetic chain has re. 
sulted in amelioration of symptoms in patients with 
peripheral ischemia of a lesser degree of severity. 
On follow up of all the treated patients it was found 
that the majority obtained the best subjective im. 
provement from surgical therapy. 

In the patients with Leriche’s syndrome the surgeon 
on occasion must be content with a relatively minor 
procedure because of the poor general health of many, 
The authors report 44 unilateral or bilateral sympa- 
thectomies performed by Leriche and themselves; in 
one patient a splanchnicectomy was also performed and 
in 4 patients the adrenal glands were removed. One 
patient’s death was caused by what was interpreted 
as “extensive thrombosis.” Five sympathectomies 
were combined with resection of the iliac bifurcation 
with the death of 2 patients, one caused by accidental 
ligation of the iliac vein and one, by postoperative 
ileus. In 10 cases iliac or femoral arterectomy was 
performed and in 5 cases, perifemoral sympathec- 
tomy. In one case an end-to-end anastomosis was 
established between the splenic and superficial fe- 
moral artery with a venous autograft. Parathyroid- 
ectomy, removing a normal parathyroid in a young 
individual with peripheral calcific arterial disease, 
was tried and produced a questionable result. The 
patient required amputation of both legs, and as he 
had been subjected to a sympathectomy, adrenalec- 
tomy and denervation of the carotid sinus prior 
to this procedure, evaluation of the procedures was 
not possible. 

The prophylactic surgical treatment has to be 
stressed. In every case of peripheral arterial oblitera- 
tion an iliac stenosis should be looked for. On occasion, 
by auscultation, a murmur can be identified at the 
stenotic site. Femoral arteriography must be com- 
plemented by aortography and visualization of the 
whole arterial tree down to the feet. In 4 patients with 
localized iliac obstruction an endarterectomy was 
performed with gratifying immediate results. Al 
though a grafting procedure should be the preferable 
method of treatment, a prostheses, and in particular 
ivalon, was not very successful in these surgeon’ 
hands. Aortic grafts have only a limited application. 
Of 41 patients followed after the various operative 
procedures between 1942 and 1956, 18 died. On the 
average the patients died a little less than 5 years 
postoperatively and somewhat less than 10 years 
after the first symptoms started. It is the conclusion 
of the authors that certain types of obstructions, and 
especially the more proximal ones with little or no 
peripheral and visceral involvement, are well toler- 
ated. 
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The authors suggest the following classification of 
the different types of Leriche’s syndrome: 

A. Aortic and aortoiliac obstructions without or 
with little involvement of the peripheral arterial 
system. 

1. Segmental aortic obstruction located distally 
to the renal arteries and without involve- 
ment of the iliac arteries (found in none of 
the authors’ 66 patients) 

2. Obstruction of the distal aorta followed 
shortly by secondary iliac obstruction (one 
possible case among the 66 patients) 

3. Llioaortic obstruction: first unilateral iliac 
artery obstruction, followed by contra- 
lateral iliac obstruction and thrombosis of 
the aorta at a later date (3 to 4 cases among 
the 66 studied). 

B. Polyarteritic types with secondary obliteration 
of the aorta and iliac arteries with multiple 
distal and proximal lesions (61 or 62 cases 
among the 66 patients). 

The authors conclude that the best treatment 
available is infiltration of the sympathetic chain or 
sympathectomy. They take a pessimistic view of 
present therapeutic methods because they are directed 
“to the symptomatology rather than the etiology of 
the disease.” —Karel B. Absolon, M.D. 


Thrombosis of the Aortic Bifurcation (Thrombose du 
carrefour aortique). J. BuissERET and E. VAN MAELE. 
Acta chir. belg., 1956, 55: 798. 


Two PATIENTS with arteriosclerotic thrombosis of the 
aortic bifurcation who were treated by resection and 
replacement with an arterial graft are presented. The 
diagnosis of Leriche’s syndrome is readily established 
by a history of bilateral intermittent claudication and 
sexual impotence and a physical examination which 
reveals absent femoral pulses and oscillations in both 
legs. The diagnosis is confirmed by aortography which 
may show the aorta to be occluded from as high as the 
renal arteries to as low as the external iliac arteries. 
Aortography may also show cases with incomplete 
occlusion of the aortic bifurcation, there being a severe 
narrowing of the aortic bifurcation and the common 
iliac arteries by atheroma. Operation is indicated if 
the patient is seriously disabled by his illness or if there 
is danger of amputation being required. Possible sur- 
gical procedures for treatment of this disease include 
bilateral lumbar sympathectomy, resection of the 
aortic bifurcation, and resection and restoration of 
arterial continuity by means of an arterial graft. Al- 
though sympathectomy is simple, the results have 
been very mediocre. The results of resection of the bi- 
furcation, proposed by Leriche, have been consider- 
ably better, but restoration of arterial continuity by 
the methods of modern vascular surgery is considered 
ideal. It is important to extend the graft high and low 
enough to reach the healthy open artery, even if this 
requires additional incisions in the groins to accom- 
plish an end-to-side anastomosis to the femoral artery. 

Arterial homografts preserved in formalin have 
been found satisfactory, and are considered superior 
to plastic prosthesis. Though a certain loss of longi- 
tudinal elasticity is noted in these grafts, their pulsa- 
tion has appeared to be very good. Heparin is used in 
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conjunction with the surgery. It is important not to 
reclamp an artery once flow has been established 
through the graft. The aortic anastomosis is per- 
formed first and then one iliac limb is anastomosed. 
Following this, the graft is allowed to bleed out the 
unanastomosed iliac limb, first from the distal and 
then from the proximal end. Circulation is then es- 
tablished through the graft while the remaining iliac 
limb is anastomosed. 

The first patient had occlusion from the level of the 
inferior mesenteric artery to the common iliac on one 
side and the external iliac on the other. The occluded 
aortic bifurcation was resected and replaced by a 
graft extending to the left common iliac and right 
external iliac artery. Postoperatively the patient had 
excellent pulses on the left and a poor pulse on the right. 
It would have been preferable to extend the resection 
on the right to a lower level where a healthier vessel 
might be encountered and used for anastomosis. The 
second patient had occlusion from the level of the 
renal arteries to the common iliac arteries bilaterally. 
The occluded area was resected and grafted and this 
patient had an excellent result. No follow up on these 
cases is presented. 

In the discussion of this paper Henrotin comments 
regarding formalized grafts. It is important to main- 
tain the pu of the medium at 5.6. Grafts kept at the 
alkaline side of this pH develop the consistency of 
macaroni. Those kept on the acid side develop the 
consistency of stone. If the grafts are soaked in serum 
immediately before use, they lose their rigidity and 
resemble normal artery in texture and appearance. 

—Robert S. Shaw, M.D. 


Obliterative Brachiocephalic Arteritis; Pulseless Dis- 
ease of Takayasu. THomas B. Gisspons and RoBERT 
L. Kine. Circulation, 1957, 15: 845. 


In 1908 Taxayasu, a Japanese physician, first re- 
ported the ocular manifestations of a rare disease in- 
volving the primary branches of the arch of aorta. 
This disease is apparently found almost entirely in 
young adult women, and its clinical manifestations 
and course follow an easily recognized pattern. The 
course has been discouragingly progressive, leading 
to loss of visual and cerebral faculties and, ultimately, 
blindness and death. A chronic progressive arteritis 
which involved all layers of the proximal segments of 
the arteries arising from the aortic arch progresses to 
eventually obliterate the lumen of these vessels. The 
iliac arteries as well as the visceral branches of the 
aorta are occasionally involved. An inflammatory 
reaction involving all the layers of the vessel wall is 
the microscopic picture. The lumen of the artery is 
markedly narrowed or completely obliterated. This 
obliteration may be, in part, due to thrombosis. 
Consequent to the pathology, described as a loss of 
normal arterial circulation to the head and upper 
extremities with manifestations of ischemia of the 
brain, eyes, head, and arms, a hypersensitivity of the 
carotid sinus mechanism and development of a col- 
lateral circulation occur. No specific etiology is 
known, but many believe that brachiocephalic arteri- 
tis is best considered a collagen disease. 

Claudication may occur in the arms and jaw, but 
because of the development of collateral circulatory 
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routes, gangrene of the fingers does not occur. There 
may be atrophy of the nasal mucosa and perforation 
of the nasal septum. The early ocular symptoms 
include transient dimness of vision and diplopia. 
Atrophy of the uveal tract, corneal opacities, cataract 
formation, and peripapillary looping of new vessels 
occur secondary to the ischemia. Permanent visual 
impairment and blindness may eventually result. 

Early cerebral symptoms include sensations of 
dizziness, paresis, or convulsions. Eventually the 
blood supply to the brain is dependent entirely on the 
vertebral arteries, and cerebral thrombosis commonly 
occurs late. Syncopal attacks may occur and have 
been attributed to hypersensitivity of the carotid sinus 
mechanism. 

The classical findings in these patients are absence 
of the arterial pulses and pressures in the upper ex- 
tremities with normal findings in the legs. Pulsations 
of the carotid artery are absent or very weak. The 
results of laboratory studies are for the most part 
normal and offer little diagnostic assistance. Angio- 
cardiograms are useful in that the proximal portions 
of the aortic branches involved are not visualized 
although the more distal segments of these arteries 
may be seen and may appear normal. 

A case of a 42 year old white woman with many of 
the typical clinical manifestations of this disease entity 
is presented. Her symptoms dated back 5 years and 
included pain on exertion in both upper extremities 
and claudication in the left leg. In the 4 months prior 
to examination, she first manifested evidence of im- 
paired ocular and cerebral circulation with attacks of 
weakness in the eyes and dizziness. On examination 
the nasal mucous membranes were atrophic. The 
carotid pulsations were barely perceptible and 
neither axillary artery was pulsatile. Both radial 
arteries were weakly palpable at times. The abdom- 
inal aorta was normally pulsatile, and a normal pul- 
sation was present in the right femoral artery but was 
quite weak in the left. Blood pressure determinations 
could be made only with the greatest difficulty in the 
arms and were estimated to be around 75 to 80 mm. 
Hg. systolic and around 70 mm. Hg. diastolic. An 
intra-arterial blood pressure of 120/80 mm. Hg. was 
recorded in the right femoral artery. The results of a 
very complete laboratory and radiologic survey of the 
patient during her initial period in the hospital were 
essentially normal. She remained afebrile and am- 
bulatory. Prednisone, 10 mgm., was administered by 
mouth every 6 hours and dicumarol was given to 
maintain the prothrombin concentration between 10 
and 20 per cent of the control. The patient was dis- 
charged on these medications after 10 days. 

On re-examination 6 weeks later, she reported 
gradual subjective improvement, having become free 
of the claudication in the jaw and arms. She had also 
noted an increased capacity for walking before the 
development of claudication in the left calf. She had 
not been bothered with further cerebral symptoms 
although she did continue to have occasional tran- 
sient blurring of vision and sensation as though the 
eyes were about to cross. Pulsations on examination 
seemed stronger in the common carotid and left 
femoral arteries. The radial pulses were still very 
weak. Blood pressure values in the arms and legs were 


not significantly different. An angiocardiogram was 
performed at this time and there was failure of visual. 
ization of the first portion of the innominate artery, 
the entire left subclavian artery, and the proximal 
segment of the left common carotid artery. However, 
the axillary arteries and the distal portions of the 
carotid arteries were clearly seen and appeared nor. 
mal. The arch of the aorta was well visualized and 
appeared entirely normal. 

In reviewing the previous reports of this disease, 
the authors note that with the exception of an ap. 
parent improvement in 1 probable case of a patient 
treated with penicillin, there have been no favorable 
results reported. They believe that in this case there 
was actual improvement under the management 
described, although they point out that the response 
to this therapy was judged on subjective grounds and 
also despite the known euphoria and sense of well 
being often associated with use of the steroids. 

Their current plan is to maintain the patient on 
both prednisone and dicumarol, and to follow up 
carefully the visual or cerebral symptoms. Should 
such symptoms develop, repeat arteriography will be 
performed and the possibility of replacing the di- 
seased portions of the vessels with suitable vascular 
grafts will be considered. 

—E. Thomas Boles, Fr., M.D. 


Replacement of Long and Narrow Arterial Segments; 
xperimental Studies with an Elastic (‘“Helanca”) 
Seamless Woven Nylon Prosthesis. D. Emerick 
Szmacy1, Joun G. Wuitcoms, and Crarsourne P. 
SHONNARD. Arch. Surg., 1957, 74: 944. 


IN A PREVIOUS sTUDY these authors reported that 
seamless woven tubes of nylon or teflon functioned 
well as arterial substitutes in locations where they 
were not subjected to bending stress, but when bent, 
a high incidence of wrinkle thrombosis occurred. Asa 
result, experiments were undertaken with a prosthe- 
sis made of an elastic nylon yarn. The tube is woven 
in a seamless tubular weave composed of 2 types of 
nylon yarn, the circular fibers are plain, straight 
nylon and the longitudinal are “helanca” nylon. The 
latter is a patented process whereby nylon is twisted 
into a tight spiral and the twist heat-set at 270 degrees 
F. The finished tube has an ability to elongate 15 to 20 
per cent; it can be cut with a diathermy cautery and 
can be sterilized by boiling or with chemical agents. 
Prostheses, 7 to 10 mm. in diameter and 13 to 15 cm. 
in length, were implanted in 23 healthy dogs as an 
aortic by-pass in the following manner. The left chest 
was entered through the eighth interspace and the 
abdominal aorta exposed through a left lumbar retro- 
peritoneal approach. An anastomosis was made be- 
tween the side of the abdominal aorta below the renal 
arteries and the helanca tube. A retrodiaphragmatic 
and retropleural tunnel was made for the passage of 
the proximal end of the prosthesis into the left chest, 
where the thoracic aorta was cut across and the proxi- 
mal end anastomosed to the upper end of the tube. 
The distal end of the aorta was sewn over in two 


yers. 
The functional capacity, aortographic appearance, 
necropsy findings, and tensile-strength determinations 
were studied and correlated to evaluate the perfor 


P 
d 


| 

( 

| 
( 

( 

| 


mance of the grafts in the 14 dogs sacrificed. None of 
them showed occlusion, stenosis, aneurysm, or plaque 
formation in the agonal aortograms. Numerous im- 

ts traversed sharp curves with no evidence of 
kinking or wrinkling. The gross appearance at autopsy 
was most satisfactory and the fibroblastic growth ap- 
peared to have gained easy ingress through the mod- 
erately porous weave, giving good support to the thin, 
smooth, pale-pink, glistening pseudointima. 

The tensile strength of the graft decreased in an 
irregularly progressive manner in from 2 to 12 months, 
but did not cause dilatation or aneurysm formation. 
The 9 dogs in the long-term survivors’ group have 
been followed up for from 7 to 12 months, are in a 
good state of health and nutrition, and have distal 

in the femoral region. 

In view of these excellent results, the writers used 
the prosthesis in 10 clinical cases of occlusive arterial 
disease—2 of common iliac and 8 of femoral occlusion. 
One femoral by-pass used in a case of homograft 
failure became thrombosed in the immediate post- 
operative period; the other 9 are functioning well for 
from 2 weeks to 4 months. 

—Albert M. Schwartz, M.D. 


The Rate of Disappearance of Intradermally Injected 
Radiosodium as an Index of Blood Flow in Normal 
and Chronically Ulcerated Legs. T. G. BLockeEr, 
Jr., S. R. Lewis, Joun E. Perry, W. T. 
and WatTER L. Lynn. Ann. Surg., 1957, 145: 630. 


A rEview of the various theories and experiments 
relating to the pathophysiology of ulcers of the lower 
leg is given. The authors undertook to evaluate the 
circulatory status in chronically ulcerated lower ex- 
tremities by measuring the rate of disappearance of 
intradermally injected radiosodium (Na”) as an 
index of the blood flow. The apparatus used consisted 
of a gamma ray sensitive Geiger tube connected by a 
flexible cable to a tracerlab rate meter. 

After several days of hospitalization in bed with 
elevation of the involved extremities, one microcurie 
of Na* labelled isotonic saline with a volume of 0.1 
ml. was injected intradermally 4 cm. above the lateral 
malleolus into apparently normal skin. After 1 to 3 
minutes the count was taken each 15 seconds until 
¥ the isotope was absorbed (T 4) or until 32 seconds 
had elapsed. 

Ninety-six legs were measured, 65 normal and 31 
chronically ulcerated. Thirty of the 31 ulcerated legs 
were found to show T 4 of between 4 and 14 minutes 
with only 1 chronically ulcerated leg having TZ 
above 16 minutes. The average T4 in the ulcerated 
legs was 8.7 minutes with a range of from 5 to 1734 
minutes. Only 6 of the 65 normal legs had a T% 
below the upper limit of the range of the ulcerated 
group; the average of the normal legs was 23 minutes 
with a range of from 10 to 40 minutes. 

Ina second group 12 patients were studied who had 
obvious circulatory abnormalities of one or both 
lower extremities, but who had no ulcerations. One 
case of arterial occlusion had a T%4 within normal 
range; 2 patients with cardiac failure had T greatly 
prolonged; 1 case of bilateral varicosities had T4 
decreased and within range of the chronically ul- 
cerated legs, as did 1 patient with chronic lymphe- 
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dema of both legs; 2 patients with diabetic ulcers 
showed a T}4 within normal range, and 7 patients 
with demonstrable edema also had normal Na™ 
clearance. 

The experiments furnished supporting evidence 
that ulcerations of the lower leg are not associated 
with generalized stasis of the circulation but rather 
with local stasis. The factors which may explain the 
paradox of increased blood flow in an area of avas- 
cularity, lymphatic occlusion, and tissue degenera- 
tion would appear to be hyperemia of inflammation, 
increase in the capillary permeability, or the pre- 
sence of arteriovenous communications that opening 
up in response to trauma and/or infection. 

—Albert M. Schwartz, M.D. 


Subcutaneous Fat Necrosis of the Lower Ane Associ- 
ated with Varicose Veins. L. T. Corton. Med. Press, 
Lond., 1957, 237: 531. 


TWELVE PATIENTS with painful subcutaneous plaques 
located just above the medial malleolus and asso- 
ciated with varicose veins were carefully investigated. 
These plaques had been present from 3 months to 
9 years. There was a history of injury in only 1, and 
none had been given any injections at or near the site 
of the plaques. The entire lesion was movable on the 
deep tissues. On pressure, these areas were tender and 
showed slight edema. In 9 of these patients, the lesion 
was partially or completely removed and was exam- 
ined histologically. The epidermis was normal, and 
the subcutaneous tissue showed the characteristic 
picture of fat necrosis. In addition, endarteritis ob- 
literans was a prominent feature, even in the early 
lesions. There was no evidence of venous disease in 
any of the sections. 

In an effort to determine the etiology of these 
lesions, further investigation of the veins and the 
lymphatic vessels was done. Ascending phlebography 
was performed in 4 patients, and these showed no 
evidence of thrombosis of the superficial veins near 
the plaques. Varicose and normal veins were found 
deep to and surrounding the plaques, but these veins 
did not run through the lesions. The lesions did not 
appear to be related to any particular communicating 
vein. The subcutaneous lymphatics related to the 
plaques were stained by intravital methods, and these 
studies showed no evidence of their obstruction. 

The 12 cases reported were seen over a period of 3 
years. In an effort to determine the frequency of this 
condition, 100 men and women with varicose veins 
were examined, and plaques of fat necrosis were 
found in 7. It is of interest that all 7 of those affected 
were women. None of the plaques showed any evi- 
dence of a tendency to healing and, in fact, most of 
them tended to increase gradually in size. These 
lesions lie in an area exposed to repeated trauma, and 
because of the varicose veins, these areas have an 
inefficient venous drainage. Despite these facts, none 
of the patients investigated had ulceration. The 
author concludes, therefore, that fat necrosis does not 
ordinarily progress to ulceration. 

These 12 patients were treated by stripping of the 
internal saphenous vein or by division of the vein at 
several sites. The symptoms caused by the varicose 
veins were greatly improved by these procedures. 
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Following the operation, the indurated plaques were 
less painful. Only 4 of the 12 patients complained of 
any pain postoperatively and only 1 of these had pain 
as severe as before treatment. The treatment, how- 
ever, has not affected the local condition of the 
plaques. In 2 patients, the plaques have remained 
stationary. The plaques have not recurred in those 
instances in which they were excised. In 4 patients 
the areas of induration have increased in size. In 1 
patient who had bilateral lesions, examinations of the 
legs 3 years after operation showed both affected areas 
to have increased in size to a similar extent on both 
legs. —E. Thomas Boles, F7r., M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Malignant Tumors and Sarcoid Reactions in Regional 
Lymph Nodes, Gunnar Gorton and LINELL. 
Acta radiol., Stockh., 1957, 47: 381. 


IN sPITE OF the increasing problem created by tuber- 
culoid granulomas of obscure origin, the authors agree 
that a distinction must be maintained between the 
generalized disease, sarcoidosis, and the localized 
glandular changes of the same histologic or sarcoid 
type. An analysis of cases of more or less widespread 
epithelioid granulomatosis seen in lymph nodes re- 
gional to malignant tumors is reported consisting of 24 
carcinomas of the uterine cervix, 7 carcinomas of the 


mammary gland, and 7 carcinomas of other locations, 

All patients with uterine cervical carcinoma were 
treated radiologically. When the local tumor heals, it 
has been the rule to extirpate the pelvic lymph nodes? 
months or longer after the conclusion of radiologic 
treatment. A supplementary operation was performed 
on a total of 305 patients between the years 1948 and 
1954 and in 7.9 per cent regional lymph nodes showed 
changes of the sarcoid type. 

Eighteen rabbits were subjected to exposure to 
carcinogenic agents painted on the inside of both ear 
for several weeks. Nearly all of the animals had several 
tumors in both ears. Radiation was then delivered to 
the inside of the right ear, the other ear being shielded, 
In tumors of this type in the rabbit the cells under. 
went considerable destruction independently of the 
radiation treatment. There was no sarcoid reaction in 
regional nodes in the series although there was a 
striking abundance of lymph node metastases. Experi- 
mental findings provided no support, therefore, for the 
assumption that radiation contributes to the sarcoid 
reaction. Strong evidence in this respect was produced 
by the fairly frequent occurrence of these reactions in 
patients who had received radiotherapy. It may be 
that epithelioid granulomas in the lymph nodes re- 
gional to malignant tumors are a localized sarcoid 
reaction probably caused by disintegration products 
from the tumors. —Allan D. Callow, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Serum Potassium Concentration as a Guide to Potas- 
sium Need. James M. Burnett and Betpinc H. 
ScurRIBNER. 7. Am. M. Ass., 1957, 164: 959. 


Tue Bopy of a normal adult contains approximately 
3,500 mEq. of potassium, of which oniy about 50 
. are in the serum. The normal serum potassium 
content is 3.8 to 4.5 mEq. per liter. Some writers have 
questioned the validity of the serum potassium level as 
a guide to the adequacy of the intracellular potassium 
stores. From a review of the current literature on the 
subject, it is concluded that the serum potassium level 
is a satisfactory guide to total potassium stores, if 
properly interpreted in the light of other findings. 

In the normal adult with no acid-base disturbance, 
a drop of 1 mEq. in the serum potassium generally 
indicates a drop of 100 to 200 mEq. in the total body 

tassium. If the serum level is already at a low level 
of 3 mEq., a further drop of 1 mEq. corresponds to a 
further depletion of 300 to 400 mEq. of intracellular 
potassium. 

Changes in the px affect the interpretation of the 
serum potassium determination, as acidosis increases 
and alkalosis decreases the serum potassium inde- 
pendent of changes in the total body stores. Thus, 
in a patient in severe acidosis, a low normal serum 
potassium indicates a severe depletion of the body 
potassium. In the alkalotic patient, a low reading 
is expected with normal body potassium, and the 
serum level must drop below 2.5 mEq. per liter 
before it can be considered to represent depletion of 
the intracellular potassium. Water depletion or renal 
function changes do not alter these conclusions. 

Regardless of the changes in interpretation in pa- 
tients with acid-base imbalance, the serum potassium 
level is still an accurate guide to therapy. Therefore, 
whether a low serum potassium level is due to true de- 
pletion of the intracellular stores or merely a change 
due to alkalosis, or both, the administration of potas- 
sium chloride is still the proper therapy. In true de- 
pletion the potassium ion is needed, and in alkalosis 
the chloride ion is needed and the potassium can be 
excreted. In severe acidosis hyperkalemia is expected 
and potassium restriction will do no harm whether 
the total body stores are increased or not. The major 
caution is to interpret normal serum potassium in a 
patient with severe acidosis as an indication of intra- 
cellular depletion and to treat it by the administra- 
tion of potassium. —Stanley W. Tuell, M.D. 


Cross-Finger Pedicle Flap in Hand Surgery. Ray- 
uonp M. Curtis. Ann. Surg., 1957, 145: 650. 


THE AUTHOR cites the following advantages with the 
use of cross-finger pedicle flaps: (1) improved func- 
tional and cosmetic end result; (2) need for immo- 
bilizing only the adjacent two fingers; (3) possibility 
of constructing the flap under local anesthesia; (4) 
circulation in the skin of the finger is so abundant 


that one need seldom worry about the loss of a skin 
flap; and (5) the skin flap can be released safely in 
10 to 14 days. 

The disadvantages are that the normal finger may 
have a residual scarring and stiffness which may be 
minimized by a carefully placed longitudinal incision 
in the mid lateral position. 

The indications for this technique are listed as acute 
injury which includes loss of skin and subcutaneous 
tissue, particularly when the tendon and bone are 
exposed. This technique may also be utilized in re- 
constructive procedures when there is appreciable 
scarring and subsequent tendon grafting is contem- 
plated. The author illustrates and describes the 
= used in construction of the cross-finger 

ps. 

This presentation is based on 17 cases; in 7 cases 
the pedicle flap was applied at the time of acute 
injury, while in 10 it was used with other reconstruc- 
tive procedures to restore function. All the flaps were 
successfully applied, there being no instance of the 
loss due to vascular insufficiency. In reconstructive 
operations nerve suture may be performed-at the time 
of the flap construction, but the tendon graft should 
not be done until ample time has elapsed for the 
resolution of the scar and induration of the trans- 
planted skin, which usually requires 6 months. 

The author concludes that the results obtained 
from the standpoint of both function and appearance 
are excellent and that the minimal disability which 
remained in the donor finger leads to the conclusion 
that there is no contraindication to the use of an 
adjacent finger if there is a real necessity for transfer 
of skin and subcutaneous tissue. 

— John H. Schneewind, M.D. 


SINCE ANY REMOVAL of skin for cutaneous grafting is a 
source of protein loss, in severely burned individuals 
from whom large areas of skin are removed, the donor 
sites may also become a source of considerable pro- 
tein loss. 

To prevent this, it would seem that homografting 
might offer some temporary assistance in reducing 
the protein loss. Moreover, the application of homo- 
grafts favors hemostasis and protects the subjacent 
tissues from infection. The authors document this 
protein loss at 7.56 gm./100 c.c. of predominantly 
globulins. 

The authors compared donor sites covered with 
autografts, homografts, and some left uncovered in 15 
burned patients. 

The most important aspect of the result was that 
the uncovered donor areas healed much faster than 
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did the homografted zones which became cystic, 
pruritic, and caused problems which lasted from 2 to 
3 months. While it may seem that the use of homo- 
grafts brings about some protein economy, it pre- 
vents the re-use of the donor area for 2 to 3 months, 
and in the severely burned patient this is usually of 
prime importance. —W. Newlon Tauxe, M.D. 


The Treatment of Scars by Shaving and Skin Graft. 
Witrrep Hynes. Brit. 7. Plast. Surg., 1957, 10: 1. 


THE AUTHOR presents the fact that many major scars, 
or scars which are difficult or dangerous to excise be- 
cause of continuity to important structures, may be 
treated effectively by removing the surface of the scar 
by shaving and then covering it with a split skin graft. 
He states that this will obviate dangerous surgery and, 
in other cases, the use of extensive grafts or flap proce- 
dures. 

The author points out that a matured scar contains 
a much freer capillary circulation than is generally 
supposed, certainly enough to allow a skin graft to 
‘*take,”? as ascertained by his work. He has used thin, 
thick, and medium split grafts and found that they 
all take well. However, he emphasizes that only ma- 
ture scars should be treated in this manner as the 
treatment of immature scars will cause subsequent 
thickening of the graft by progressive scarring. 

Generally speaking the surface of the scar is shaved 
with a Blair knife or a No. 10 blade. The split graft 
is then cut and applied to the shaved area. 

In this manner the author has treated unstable 
scars, scars which were difficult or dangerous to excise, 
depressed scars, contracted and tight scars, and hyper- 
trophied scars. 

Cases are reported to illustrate each type, and a 
number of illustrations are presented. 

He concludes that the operation of shaving and 
skin grafting provides a simple and quick method for 
the treatment of many scars which are usually treated 
by complicated procedures. 

—FEarl H. Klabunde, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Alpha-Tocopherol in the Management of Small Areas 
of Gangrene. STEPHEN ToLGyEs and SHuTE. 
Canad. M. Ass. F., 1957, 76: 530. 


ALPHA-TOCOPHEROL is the most clinically effective 
factor in pharmaceutical preparations of vitamin E. 
It is a vasodilator and aids in the production of collat- 
eral circulation about obstructed blood vessels. It also 
improves the tissue utilization of oxygen, and has been 
described as an antithrombin. The authors have been 
treating small areas of peripheral gangrene with 
massive doses of alpha-tocopherol for several years. 
The three main types treated have been those due to 
arteriosclerosis, diabetes mellitus, and thromboan- 
giitis obliterans. 

The present series includes 48 consecutive, unselec- 
ted private patients. It is emphasized that no case of 
gangrene below the ankle, however serious, was ex- 
cluded from the series. There were 7 patients with 
Buerger’s disease in whom three bilateral and one 
unilateral sympathectomy had been previously per- 


formed; 3 patients had undergone multiple ampu- 
tations. When seen by the authors, the gangrenous 
complications were considered severe. The average 
daily oral dose of alpha-tocopherol was 600 I.U. The 
results were good in 3 patients, fair in 1, and 3 re- 
quired amputation. Similarly, 25 patients with 
arteriosclerotic gangrene were treated with an average 
daily dose of 650 1.U. of alpha-tocopherol. The re- 
sults were good in 9, fair in 4, and 12 required ampu- 
tation. Fifteen patients with diabetic gangrene were 
treated with an average of 700 I.U. of alpha-toco- 
pherol with 9 good results and 5 fair results. Only 
1 required amputation. In 8 patients the insulin 
requirement was reduced soon after institution of the 
tocopherol therapy. 

Five illustrative cases are presented along with 
color photographs showing the course of the lesion 
while the patient was being treated with tocopherol. 

The authors conclude that alpha-tocopherol is 
valuable in the management of small areas of peri- 
pheral gangrene. It is not completely successful, 
particularly in arteriosclerotic gangrenes, but it saves 
many toes and feet that otherwise would be sacri- 
ficed. No case in which the gangrenous process on the 
dorsum of the toes advanced more than 1 inch proxi- 
mal to the toe webs was salvaged. Patients having 
Buerger’s disease must be warned that their pain may 
be temporarily increased by tocopherol therapy as the 
circulation returns to ischemic areas. Relief of pain 
at rest may be the first sign of improvement in the 
affected extremity. In summary, the authors contend 
that a therapeutic trial of alpha-tocopherol seems 
indicated in all cases of peripheral gangrene. 

—Edward M. Miller, M.D. 


An Evaluation of the Mechanical Treatment of Snake 
Bite. R. S. Leopotp, G. S. Huser, and R. H. 
Katnan. Mil. Med., 1957, 120: 414. 


THESE EXPERIMENTAL STUDIES on the mechanical 
treatment of snake bite were carried out at the Naval 
Medical Field Research Laboratory at Camp Le- 
jeune, North Carolina. The authors attempted to de- 
cide by experimentation whether or not the current 
methods in the mechanical treatment of snake bite 
were efficacious. The means presently recommended 
are the tourniquet, incision, and suction. Since these 
means have fallen into disrepute in areas of the world 
where snake bite is an acute problem, it was decided 
to test the method by a controlled experiment. Rab- 
bits and the Crotalus adamanteus venom were used. 

The animals were divided into four groups. The 
first group received venom intramuscularly and were 
immediately returned to the cages and normal activ- 
ity; the second were immobilized for 4 hours after in- 
jection. The third group were treated the same as the 
second except a tourniquet was placed proximal to 
the injection site for 4 hours. The fourth group were 
also immobilized after injection, but one minute after 
the venom was injected the site of injection was in- 
cised and suction was applied for 15 minutes. 

The first group had a mean survival of 188 minutes 
after injection. The second and third groups survived 
517 and 511 minutes, respectively. The group in 
which incision and suction were used survived 375 
minutes. 
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The authors conclude that in the mechanical treat- 
ment of snake bite immobilization, probably with a 
tourniquet, is the best method available. 

—Peter Dineen, M.D. 


Present Day Treatment of Tetanus. S. Einota, K. 
Korrtita, and M, LeppANen. Ann. chir. gyn. fenn., 
1957, 46: 161. 


IT HAS BEEN OBSERVED in Finland that the mortality 
from tetanus has not appreciably decreased in recent 
years, and has been reported as high as 33.8 per cent 
in one article covering the years 1950 to 1952. In that 
article by Elfving and Asp (1955) a plea for active 
immunization was made. 

In the present article 32 cases of tetanus of non- 
military origin are collected from the Surgical Clinic 
of the University of Turku, Finland since 1947. The 
treatment of these cases was as follows: 

1. Radical excision of the primary focus was at- 
tempted whenever it had been located. 

2. Tetanus antitoxin in various amounts (up to 
500,000 I.U. in one case) via intramuscular, intra- 
venous, or intrathecal routes was given as long as 
cramps persisted. In one case which ended fatally 
antitoxin was injected into both internal carotid ar- 
teries. 

3. The most common sedative until 1953 was mag- 
nesium sulfate, but from then on myanesin (mephen- 
esin, tolserol) was given intravenously in conjunction 
with other drugs (with magnesium sulfate in cases of 
severe cramps). Myanesin, given intravenously in 1.5 
per cent solution and intramuscularly in 10 per cent 
solution, was given in amounts totaling 10 to 180 
grams, the highest daily dose being 60 grams. In most 
of the cases thrombosis developed in the saphenous 
vein in spite of the use of a polyethylene catheter and 
heparin injections. 

4. Antibiotics were always given to forestall second- 
ary infection, in the majority of cases penicillin, since 
it may sometimes suppress the growth of the Clostrid- 
ium tetani. 

5. General treatment included the maintenance of 
fluid balance and hemoglobin levels, maintenance of 
respiration during attacks, tracheotomy in 2 cases, 
careful pharyngeal toilet, the free use of oxygen, and 
round-the-clock supervision, which was done partly 
by relatives. 

During the years from 1947 to 1952, 9 of 19 pa- 
tients, and during the years from 1953 to 1955, 2 of 13 
patients died. All of the surviving patients recovered 
completely, and the decreased mortality (roughly 
from 50 down to 20 per cent) was considered to be due 
to the use of new drugs. From a review of the litera- 
ture and the authors’ own experience it appeared 
that the concurrent use of several drugs would be 
beneficial. In addition to well established sedatives 
the muscle relaxants such as mephenesin (not so much 
curare because of the respiratory hazard) have been 
used frequently, and they have a synergistic effect 
with barbiturates. Myanesin and chlorpromazine re- 
semble each other closely in their action, and chlor- 
promazine is useful also as it decreases the danger of 
shock and the frequent hyperpyrexia. Artificial hi- 
bernation is a valuable aid in the treatment of tetanus. 

—W. D. Bergman, M.D. 
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Antibiotic Combinations; Antibacterial Action of 
Plasma of Normal Subjects After Oral Doses of 
Penicillin V, Tetracycline Hydrochloride, and a 
Combination of Both. Wirrrep F. Jones, Jr. and 
MaxweELt Fintanp. England 7. M., 1957, 256: 869. 


Tue pata is scarce from which one may compare 
the effects of antibiotics administered in combinations 
with those taken alone. In vitro methods or experi- 
ments with mice may not be applied to clinical prac- 
tice. Differences in the absorption of antibiotics taken 
together create variables that must be considered in 
comparative studies. Despite the variables and the 
contrary findings, the weight of present evidence 
favors antagonism between the tetracyclines and 
penicillin G, and between oleandomycin and peni- 
cillin G. The data on penicillin G or penicillin V with 
erythromycin are not adequate to support claims for 
antagonism between them. 

This study compares the antibacterial effects of 
human plasma against streptococci and pneumococci; 
the plasma was withdrawn several times during the 
24 hours following oral administration of penicillin V 
and tetracycline together or alone, in varying dosages, 
to the same volunteers. Penicillin V was more rapidly 
absorbed than tetracycline. In the early hours the 
penicillin was more effective against streptococci and 
pneumococci, and its total effect was greater against 
streptococci. Tetracycline was more effective in the 
later hours, and in total effect stronger against 
pneumococci. However, at all times the effectiveness 
of plasma containing both antibiotics, in all combina- 
tions of dosages, was less than that containing one or 
the other apart. —Leonard D. Rosenman, M.D. 


ANESTHESIA 


Anesthesia in the Patient with Myasthenia Gravis. 
Witiram A. Matuews and S. Derrick. 
Anesthesiology, 1957, 18: 443. 


THE IMPORTANT CLINICAL FEATURES and the chemical 
diagnosis of myasthenia gravis are discussed in some 
detail. The normal mode of neuromuscular transmis- 
sion is described, as are the effects of d-tubocurarine 
and the depolarizing relaxants upon the myoneural 
junction. The various theories which explain the effect 
of myasthenia gravis on the neuromuscular junction 
are discussed. At the present time there is evidence in 
favor of an aberrant response or an end-plate abnor- 
mality in the myasthenic patient which makes the 
patient extremely sensitive to nonpolarizing relaxants. 

Preoperatively there are certain ancillary investiga- 
tions which may decrease the risk for the myasthenic 
patient. Serum potassium determinations should be 
done in all patients with questionable electrolyte bal- 
ance. A chest x-ray and a preoperative electrocardio- 
gram should be taken. A vital capacity determination 
may be valuable. The oral neostigmine should be care- 
fully regulated preoperatively, and during surgery 
should be administered parenterally. The choice of 
anesthetic is unsettled. Spinal analgesia can be used 
with levels below the umbilicus, and regional block 
is well tolerated. Cyclopropane appears to be the gen- 
eral anesthetic of choice. The avoidance of muscle re- 
laxants, unless absolutely necessary, is imperative. 
Throughout the operative period, and postoperatively, 
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rigid attention to ventilation, the maintenance of a 
patent airway, and removal of secretions are para- 
mount to safety of the patient. If necessary, trache- 
otomy should be done and mechanical ventilation 
should be employed. — Mary Karp, M.D. 


Neurological Complications of Spinal Anesthesia; an 
8 Year Study of More than 16,000 Consecutive 
Cases (1948-1955). Max S. Sapove, Myron J. 
Levin, and Louis J. ORopALLO. Mil. Med., 1957, 120: 
329. 


THIS ARTICLE represents an 8 year consecutive series of 
16,139 spinal anesthetics, administered during 1948 
to 1955 inclusive, studied for evidence of neurologic 
complications. Complications were found in 22 in- 
stances. These consisted of 6 cerebrovascular accidents 
within 10 days of anesthesia with 2 deaths. Two pa- 
tients had meningitis with recovery. Eight patients 
had postspinal headache lasting longer than 1 week. 
Two patients had chronic backache, and in 4 cardiac 
arrests occurred with one recovery. 

The findings represent the experience of a group 
with average training in a reasonably well run hos- 
pital, using careful techniques. No attempt is made to 
draw any conclusions from this data. 

It is the belief of the authors that the neurologic 
sequelae of spinal anesthesia, at least in this series, 
are not of such magnitude as to warrant the indictment 
of this anesthetic technique which has been made by 
those who are opposed to its use. In this series mor- 
bidity and mortality with spinal anesthesia compares 
favorably with those following other techniques. 

— Mary Karp, M.D. 


Succinylcholine Drip in Cesarean Section. Per Kot- 
sTapD and Kr. FR. Scuye. Acta obst. gyn. scand., 1957, 
36: 233. 


SuccINYLCHOLINE DRIP, combined with nitrous oxide, 
appears to be an ideal anesthetic in cesarean sections. 
Optimal working conditions may be provided for the 
surgeon by the method described, and also the mother 
is exposed to a minimal strain. Apparently succinyl- 
choline does not pass into the fetus in sufficient 
amounts to produce asphyxia. Nor is the contracti- 
bility of the uterus seen to be influenced. The method 
produces rapid induction in about 3 minutes and the 
patient is awake at the end of the operation. The 
anesthetic may be used in all types of cesarean sec- 
tions regardless of indication. In support of this 
assertion, material from the Departments of Obstet- 
rics and Anesthesia of Rikshospitalet, Oslo, is present- 
ed. The material consists of 160 cases of patients 
operated upon under succinylcholine and nitrous 
oxide anesthesia, and a series of 137 cases in which 
nitrous oxide and ether was used. 

With ether anesthesia 46.6 per cent of the patients 
showed excitation, cyanosis, mucus secretion, and 
vomiting against 21.1 per cent in the succinylcholine 
group. The total number of postoperative compli- 
cations after ether anesthesia was 35.6 per cent against 
19.9 per cent after succinylcholine anesthesia. Ether 
anesthesia resulted in 8.5 per cent of serious and 3.6 
per cent of slight cases of fetal asphyxia, while the 
corresponding figures for the succinylcholine method 
were 0.77 and 2 per cent, respectively. The corrected 


infant mortality rate was 0.8 per cent in the ether 
series against nil in the succinylcholine group. 
—John F. Maloney, M.D. 


Biochemical Variations in the Course of Profound 
Hypothermia in Animals Variously Protected 
(Variazioni biochimiche in corso di ipotermia pro. 
fonda in animali variamente protetti). A. SANToR 
S. Currd, and D. Bupa. Arch. ital. chir., 1957, 82: 13, 


THE AUTHORS studied the effects of profound hypo. 
thermia in dogs which were rapidly cooled. The 
effects upon the blood sugar, nonprotein nitrogen, 
hemoglobin, hematocrit, liver function tests, serum 
proteins, and electrolytic patterns were evaluated, 
The authors found: 

1. Animals which were rapidly refrigerated without 
any other treatment died at a temperature of 23 
degrees C. with tissue anoxia and peripheral vaso- 
constriction. Hypoglycemia, hypoproteinemia, hypo- 
natremia, and hyperprotassemia were consistently 
_— and interpreted as an adrenergic response to 
cold. 

2. Animals protected with a preanesthesia cocktail 
(promezathine 1 mgm./kgm., chlorpromazine, 1 
mgm./kgm., piridosal 2 mgm/kgm., procaine 2 
mgm./kgm., and tubocurarine 0.2 mgm./kgm., given 
intravenously) were protected from the stress effects 
of cold. Hyperkalemia was not observed although 
hypernatremia was. These animals tolerated re- 
frigeration to 22 degrees C., some of them recovering. 
Further refrigeration below this level resulted in a 
rapid fall of sodium and death of the animal at 18 
or 19 degrees C. with ventricular fibrillation. 

3. In a third group of animals 1 Evans’ unit of 
somatotropic hormone per kilogram was administered 
24 hours prior to refrigeration. The same cocktail 
given to Group 2 was then administered intravenously 
prior to refrigeration. These animals could be rapidly 
refrigerated to 16 degrees C., maintained at this 
temperature for 30 minutes, and then warmed with 
survival. The authors found an increase in the calcium- 
potassium ratio, an increase in magnesium and phos- 
phorus, and a reduction in potassium. All of these 
changes are similar to those found to have been most 
favorable for the maintenance of isolated organs. 
In addition there was a glycolytic effect during re- 
warming which was believed to provide a favorable 
environment for the nutrition of the neural and hepatic 
cells. —George L. Nardi, M.D. 


The Immediate Effects of Respiratory Depression on 
Acid-Base Balance in Anesthetized Man. Duncan 
A. Hotapay, Dorotuy Ma, and E. M. Papper. j. 
Clin. Invest., 1957, 36: 1121. 


SERIAL EsTIMATIONS of acid-base balance were ob- 
tained on 25 patients before and during anesthesia 
produced by nitrous oxide, cyclopropane, ethylene, 
thiopental and regional block anesthesia, alone and in 
various combinations, and for from 1 to 4 hours follow- 
ing the termination of anesthesia. The average dura- 
tion of anesthesia was 191 minutes. The surgical opera- 
tions were representative of a variety of major and 
— procedures, including 5 intrapleural proce- 
ures. 
Elevations of CO, tension exceeding 10 mm. Hg. 
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were observed in 18 subjects, of which 15 exhibited 
reductions of the buffer base exceeding 3 milliequiva- 
lents per liter of blood. The greatest depressions of the 
buffer base coincided with the greatest elevations of 
pCO;. The time course of the change of buffer base 
following a sudden elevation of pCO, is illustrated by 
a representative case. Three features are typical of 
this response: (1) a decrease in buffer base in the first 
blood sample drawn after depression of the PH; (2) a 
tendency for full development of the metabolic acido- 
sis to lag behind the elevation of the pCO,; (3) a slow 
return of the buffer base toward normal following im- 
provement of the ventilation and reestablishment of a 
more normal pCO,. The disappearance of the meta- 
bolic acidosis is not dependent on termination of the 
anesthesia; if a respiratory acidosis occurs during 
anesthesia and is corrected at that time, the depressed 
buffer base may be seen to rise. 

It is concluded that the immediate response to ele- 
vation of CO, tension resulting from depression of 
respiration in anesthetized man is a metabolic acidosis. 

— Mary Frances Poe, M.D. 


Limits of Prophylaxis of Postoperative Complications 
Caused by Anesthesia (Les limites de la prophylaxie 
des accidents anesthésiques post-oper4toires). J. Val- 
letta. Anesthésie, Par., 1957, 14: 129. 


Tue AUTHOR deplores the fact that, as a rule, the im- 
mediate postoperative care remains in the hands of 
the anesthesiologist alone, without assistance by the 
surgeon or properly trained nursing personnel. 

To prevent the patient from falling out of the bed, 
the suggestion has been made to place the mattress on 
the floor but from the psychological point of view such 
measures are objectionable. The use of restraining 
cuffs should also be abandoned because a struggling 
patient may injure himself. Darkening of the patient’s 
room is condemnable because it renders the observa- 
tion of the patient more difficult. 

The author severely criticizes the use of a gadget 

which, attached to the oxygen tank, is supposed to 
humidify the gas. 
_ Forced replacing of distended intestinal loops, 
which have been exteriorized in the course of a celi- 
otomy, into the peritoneal cavity may cause grave 
postoperative complications. The intestines should be 
deflated prior to being replaced into the abdominal 
cavity. — Joseph K. Narat, M.D. 


A Plan for Combined Study by Surgeons and Anes- 
thesiologists of the Role of Anesthesia in Operative 
Mortality (Plan pour une étude conjointe par les 
chirurgiens et les anésthésiologistes du facteur anes- 
thésique dans la mortalité opératoire). J. BAUMANN. 
Anesthésie, Par., 1957, 14: 135. 


WHEREAS SOME ANESTHESIOLOGIsTs blame poor judg- 
ment in the selection of anesthetic agents for fatal 
results, others maintain that there are no poor prod- 
ucts, only poor anesthetists. The author is of the 
opinion that the factors responsible for fatalities can- 
not be reduced to such a simple formula. The organ- 
ization of anesthesiology in Paris hospitals is admit- 
tedly not satisfactory. Undoubtedly, in the great ma- 
jority of cases technical errors are responsible for 
death due to anesthesia. Determination of the fre- 
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quency and character of such errors is of paramount 
importance. 

Collective statistics from a large number of institu- 
tions furnish an accumulation of data which may re- 
veal unsuspected factors. For instance, an English 
questionnaire revealed the importance of respiratory 
obstruction attributable to regurgitation which occurs 
in spite of preoperative gastric evacuation. Such a 
complication was responsible for 20 per cent of all the 
postanesthetic fatalities, while circulatory collapse was 
the main factor in 16 per cent of the entire series. Such 
collapse followed the intravenous administration of 
pentothal sodium or, more frequently, the employ- 
ment of a relaxing drug. 

The anesthesiologists answering such question- 
naires may, if they wish, remain anonymous, to avoid 
embarrassment or medicolegal suits. 

The author recommends the American type of 
questionnaires to be answered by surgeons and anes- 
thesiologists. The statistics should include the follow- 
ing data: 

1. The number of operations belonging to the do- 
main of general surgery, as well as the number of pro- 
cedures performed on various specialty services. 

2. Subdivisions of the operations into groups of 
comparable gravity, for instance, herniorrhaphies and 
appendectomies, gastrectomies and colectomies, and 
interventions on extremities. Less frequently per- 
formed operations may be grouped according to the 
duration of the procedure. 

3. The relationship between the mortality rate and 
the operative risk, which is determined by such factors 
as the age and the general condition of the patient, 
the seriousness of the pathologic condition, and the 
extent of the operation. 

Fatalities may be divided into the following groups: 

1. Those undoubtedly attributable to anesthesia. 

2. Those in which the doubt is very small. 

3. Those in which both the anesthesia and the oper- 
ation as such may be the responsible factors. 

4. Those due to the operation per se. 

5. Those caused by the pathologic condition. 

6. Those in which a complication such as pulmo- 
nary embolism or cardiac thrombosis is the main fac- 
tor. 

7. Those of unknown origin. 

The classification should be established by com- 
bined efforts of the surgeon, anesthesiologist, con- 
sulting internist, and pathologist. If there is disagree- 
ment, all the dissenting opinions should be registered. 

— Joseph K. Narat, M.D. 


Fatalities Caused by Anesthesia (A propos des acci- 
dents mortels de Il’ anesthésie). GEorces THOMERET 
and Anpr£é DuranTEau. Anesthésie, Par., 1957, 14: 121. 


Ir 1s NoT always possible to determine whether death 
is attributable to the anesthesia or to the operative 
intervention. 

The authors are of the opinion that all fatalities 
occurring within 24 hours after the operation should 
be included in the statistics. Also the cases in which 
the patient expires before regaining consciousness 
should be counted, no matter how much time elapsed 
between the operation and the fatal outcome. 

Eight operative fatalities were recorded in a series 
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of 5,743 surgical procedures classified as general sur- 
gery. The operations were performed in the Bouilly 
Pavilion in Paris. Of the 8 fatalities, 2 were attribu- 
table to anesthesia. In each instance the operation was 
of great magnitude and the general condition of the 
patient was very poor. A woman, age 54, became 
cyanotic and expired shortly after intubation. In- 
sufficient oxygenation was the cause of death. A man, 
age 64, aspirated regurgitated gastric contents into his 
lungs during the incuction period. The failure to 
empty the stomach before operation, and performing 
the intubation too slowly, were the causes of death. 

In a group of 712 operations on the chest there were 
13 operative deaths, of which 9 were definitely not 
caused by the anesthesia. One patient was operated on 
without intubation and succumbed to asphyxia. In 
the second patient marked anoxia, due to difficulties 
in oxygenation, was the responsible factor. Cerebral 
asphyxia was the cause of death in the third case, and 
asphyxia due to a too early removal of the intubation 
tube, was to blame in the fourth case. 

In general surgery the authors employ pentothal 
sodium for induction only, but in thoracic operations 
they administer it as long as a Bovie knife is used. As 
soon as possible, sodium pentothal is replaced by cy- 
clopropane. Postoperatively a sedative is prescribed 
for patients in good general health but not for aged or 
fatigued individuals. Controlled respiration is used 
whenever depressed breathing is noticed, and it is 
routinely employed in thoracic surgery. Curare but 
no other additional drug, especially no ganglioplegic 
remedy, is used. Artificial hibernation and hypoten- 
sion do not meet with the authors’ approval. 

— Joseph K. Narat, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Clinical Studies in Extracorporeal Circulation with 
a Heart-Lung Machine. CLARENCE CRAFOORD, Bo 
Norseroc, and AKE SENNING. Acta chir. scand., 1957, 
112: 220. 


Tue AuTHoRs conducted a clinicochemical study of 
the effects of extracorporeal circulation. They present 


a brief history of the development of this type of cir- 
culation and a rather detailed description of the 
mechanism used to accomplish the desired end, along 
with pictures and diagrams of the unit. Charts and 
graphs are used to visualize pertinent chemical and 
physiologic studies. A considerable portion of the 
article is devoted to the brief case reports of 13 pa- 
tients. 

A number of blood chemical elements were studied, 
including blood pH, bicarbonate concentration, hem- 
atocrit, bromsulfalein clearance, glutamic-oxalic trans- 
aminase, and the assay of heparin. In addition, other 
plasma ions were determined as well as lactic acid 
determination. 

The operative exposure of the heart was accom- 
plished by a bilateral transsternal incision. Cannulas 
were then introduced into appropriate arteries and 
veins and additional heparin was administered. Since 
the flow from the heart-lung machine is dependent on 
the patient’s blood volume, all operative blood losses 
must be promptly replaced. Of the 13 patients oper- 
ated upon, 5 died. 

Many alterations in the physical and chemical 
aspects of activity of the body during this type of 
operation were noted. There is an invariably increased 
hemolysis of blood, accumulation of lactic acid, aci- 
dosis, and an increase in glutamic-oxalic transaminase, 
The liver function is disturbed. The constant finding of 
a diminished blood pH was correlated with the in- 
creased acids in the serum, especially lactic acid. The 
accumulation of lactic acid was ascribed to the influ- 
ence of barbiturates on the enzyme systems which in- 
duced anaerobic glycolysis. It is the opinion of the 
authors that acidosis may be catastrophic and should 
be treated vigorously. The amount of alkali necessary 
to normalize the blood pH was found to be ten times 
that of the verified increased acid content of the 
serum. Since lactic acid determinations are difficult to 
do rapidly, reliance is placed on the pH for indication 
of control of the serum acid-base balance. The increase 
in glutamic-oxalic transaminase was thought to be the 
result of surgical trauma to the heart. 

—Richard L. Lawton, M.D. 


= 


te 
ti 
n 


| 
| 
4 


PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


The Radiologic Diagnosis of Tumor Affections of the 
Breast (Le diagnostic radiologique des affections 
tumorales du sein). J. D. Prcarp ered P. DEsPpREz- 
Curety. Sem. hép. Paris, 1957, 33: 1472. 


RapIoLocic evaluation of lesions of the breast is a pro- 
cedure which should be in routine use as an aid in the 
diagnosis or exclusion of malignant lesions. Over 200 
cases of malignant conditions of the breast were ex- 
amined by the authors. The diagnostic accuracy was 
90 per cent. Three per cent of the roentgenograms 
were classed as false nagatives; the remaining 7 per 
cent as suspicious. 

Irregularity of the tissue images on the roentgeno- 

is the major clue to the existence of a cancer. 
The characteristic appearance of the smallest malig- 
nant lesion is a stellate roentgen opaque area with 
projections in all directions, but there is a predilection 
of these projections for the subcutaneous and sub- 
areolar zones. Larger lesions are marked by an irregu- 
lar border in contrast to benign tumors which have a 
perfectly smooth outline. Additional findings that are 
of value but are not necessary to establish the diag- 
nosis are grouped microcalcifications in or near a 
roentgen opaque image, and radiographic changes 
due to edema of the tissues about the tumor or under 
the skin nearest the neoplasm. 

Diagnostic difficulties are encountered in very 
young women or in women with polycystic disease of 
the breast. In these patients the densities and irregu- 
larities of the benign tissues make it difficult for the 
radiologist to visualize small malignancies clearly. 
For polycystic disease it may be necessary to aspirate 
one or more cysts and to replace the fluid with air so 
that more detailed radiography may be accomplished. 
In case of doubtful interpretation of the radiologic ex- 
amination it is suggested that the clinical evaluation 
should guide the therapist in determining whether or 
not surgery is indicated. 

—George C. Lewis, jr., M.D. 


Maternal and Fetal Radiation Dosage During Ob- 
stetric Radiographic Examinations. D. K. BewLey, 
J. W. Laws, C. J. Myppteton. Brit. 7. Radiol., 
1957, 30: 286. 


THE AUTHORS have made phantom measurements on 
simulated maternal abdomens to determine the x-ray 
dosage to the maternal ovaries and fetus from pel- 
vimetry. The work has been stimulated because of the 
recent publication of Stewart, Webb, Giles, and 
Hewitt (Lancet, Lond., 1956, ii: 447), suggesting an 
increase in malignant conditions in children. 

The authors concluded that the dosage can be kept 
toa minimum by using higher kilovoltage and spe- 
cially sensitive screens and films. Additional reduc- 
tions can be secured by careful coning to exclude 
exposure of unnecessary parts and limiting the 
number of films to an absolute minimum. It was dem- 
onstrated that the inlet projection of the pelvis deli- 


vered the largest dose to both the mother and the fetus. 
—Frank R. Hendrickson, M.D. 


Percutaneous Lienoportal Venography; Technique 
and Complications. I. and C. A. 
MAN. Acta radiol., Stockh., 1957, 47: 269. 


THE AuTHORS have briefly reviewed the literature 
and the various methods of performing lienoportal 
venography. They indicate that the contrast media 
may be injected in the following different ways: 
(1) directly into the portal tributary at laparotomy 
(called portal venography); (2) into the splenic 
parenchyma after percutaneous puncture (lienoportal 
venography); (3) after percutaneous puncture of a 
large portal branch near the hilum of the liver 
(percutaneous transhepatic portal venography); and 
(4) demonstration of the splenic and portal veins 
after injection of water-soluble contrast material 
through the arterial side, catheterizing the coeliac 
artery to obtain a more selective filling of the portal 
system. 

There are two main techniques for use of the 
percutaneous method. In the more common method 
the contrast material is not injected until the ex- 
aminer has convinced himself that the tip of the 
needle is in the correct position in the splenic paren- 
chyma. During this period shallow breathing is per- 
mitted. This method has been described in detail by 
many workers as far back as 1951. In the second 
method of percutaneous puncture the contrast ma- 
terial is injected immediately after the splenic punc- 
ture and the patient is not allowed to breathe as long 
as the tip of the needle is in the spleen. This method 
has been in use since 1952 and is believed to decrease 
the risk of splenic injury. 

Variations of the percutaneous methods include 
the use of a flexible plastic catheter introduced into 
the spleen to permit repeated injections of the con- 
trast material with change in the patient’s posture. 

The puncture is usually made under local anes- 
thesia and the amount of water-soluble contrast 
material usually varies between 20 and 50 c.c. of 
70 per cent diodone. In order to secure a sufficiently 
high concentration of the contrast material in the 
venous pathways with manual injection, it is neces- 
sary to use a cannula with an outer diameter of at 
least 1.5 mm. Most investigators performed the 
procedure with 1 to 3 roentgen exposures, but several 
investigators have stressed the value of a larger num- 
ber of serial films for the study of the vascular pattern 
of the liver and the hemodynamics in the portal sys- 
tem. Atkinson, in 1955, used a biplane roentgeno- 
graphic procedure. 

The most serious complication of the percutaneous 
lienoportal venographic method is that of intra- 
abdominal hemorrhage of varying amounts, and 
apparently this has occurred in a very small number 
of the patients in the series of cases reported by 
various workers. 

The most common indication for the performance 
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of percutaneous lienoportal venography has been the 
investigation of a possible portal hypertension. The 
hemodynamics of the portal system have been studied 
in the presence and absence of portal hypertension 
and in many animal experiments. It has been shown 
that the rate and direction of the circulation and the 
width of the vessels can be determined by the per- 
cutaneous lienoportal venographic method, with the 
injection of contrast material causing no consequent 
increase in the portal pressure. The method has also 
been of value in the investigation of tumors of the 
liver and pancreas. 

The authors performed 175 percutaneous lieno- 
portal venographic examinations during a 3 year 
period on 128 patients varying in age from 2 to 78 
years, with the majority of the patients being between 
46 and 65 years of age. Twenty-one of the examina- 
tions performed were unsatisfactory; 22 examina- 
tions were performed on normal subjects; 31 on pa- 
tients with expansive processes; 63 on patients with 
hepatic cirrhosis; 34 on patients in whom a porta- 
caval shunt had been established; 14 on patients with 
extrahepatic thrombosis; and 11 on patients with 
miscellaneous diseases. 

All of the examinations were made with the patients 
in the fasting state after thorough bowel cleansing 
by catharsis. If the renal function was satisfactory 
the patient was tested for hypersensitivity to the 
water-soluble medium used by the intravenous in- 
jection of 1 c.c. of the contrast material at least 1 
hour before the examination. The patients were given 
premedications of morphine and scopolamine or 
pentobarbital sodium, and the pulse rate and blood 
pressure were noted at least 1 hour before the 
examination. 

The spleen was indicated on the skin with the 
patient in the position of the examination, usually 
supine, and in the respiratory phase in which the 
examination was to be carried out. The size of the 
spleen had previously been recorded in conventional 
roentgenograms. In 8 cases, primarily children, 
general anesthesia was required. 

In 172 examinations the spleen was punctured 
with a cannula, 10 cm. long with a 1.5 mm. outer 
diameter; in 35 of these the cannula was provided 
with a mandrin; in 3 examinations the spleen was 
punctured with a plastic catheter of a 2 mm. outer 
diameter provided with a metal tip and threaded on 
a rigid guide. Fifty per cent triurol was used in 148 
examinations as the contrast material and 50 per 
cent umbradil was used in 27 examinations. 

The spleen was punctured with a needle in the 
frontal plane at the level of the posterior axillary 
line, or if the patient had splenomegaly, somewhat 
more ventrally. The cannula was introduced until 
its tip was felt to scratch the rough surface of the 
spleen. Sometimes, however, it was not possible to 
elicit this important sign which indicates that the 
needle lies in the correct direction. During apnea 


the cannula was then introduced rapidly towards the 
hilum of the spleen to a depth of 2 to 4 cm., depend. 
ing on the size of the organ. 

Two different methods of injection were used: (1) 
blind injection of the contrast medium was used in 
137 examinations in which the spleen was punctured 
in the inspiratory phase, the contrast medium bei 
injected immediately and (2) controlled injection of 
the contrast medium was used in 35 examinations 
during which time the spleen was punctured in the 
resting respiratory state with a cannula provided with 
a mandrin. If the tip of the cannula was in the spleen 
it would swing to and fro with the shallow respiration 
allowed and drops of blood would flow from its free 
end, though sometimes not until the position of the 
needle had been slightly altered. Not until blood 
had begun to flow from the tip of the needle was the 
contrast medium injected during apnea, usually 
within 1 minute after the splenic puncture. 

One hundred forty-nine examinations were per- 
formed using an Elema film changer, and in 35 of 
these examinations the contrast material was studied 
during 5 to 15 seconds after beginning the injection. 
Tweniy-five of these patients had previously been 
subjected to portacaval shunt. In 31 examinations 
the contrast material was studied for 16 to 25 seconds, 
in 77 for 26 to 35 seconds, and in 6 for more than 
35 seconds after the beginning of the injection. In 
most of the examinations the exposures were made 
at the rate of 1 per second for 10 to 13 seconds and 
then 1 every third second for the balance of the 
examination. 

The roentgenographic and exposure data are sup- 
plied by the authors and they indicate that the ex- 
amination of many of the patients was often tech- 
nically difficult because of ascites. 

The genital organs were always well shielded dur- 
ing the period of the examination and the personnel 
were likewise protected by a lead screen. 

After a series of ex had been made, a film 
was made of the spleen in order to judge the degree of 
extrasplenic deposition of the contrast medium. The 
blood pressure and pulse rate were compared with 
the values obtained before the onset of the examina- 
> and were also checked for several hours there- 

ter. 

The reactions subsequent to performing the pro- 
cedure are minimal a discussed, as well 
as the management of the ionnciinane that occurred. 

The authors believe that percutaneous lienoportal 
venography has provided valuable information on 
the morphology and hemodynamics of the portal 
system without undue risk of complication. 

While no roentgenograms or sketches are available 
in the original article, the description of the tech- 
nique and complications is exceedingly clear and 
should be most valuable for those employing or con- 
templating the use of the procedure. 

—Moris Horwitz, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Mondor’s Disease (Zur Mondorschen Krankheit). 
J. THurneR and K. HasenGurv. Klin. Med., Wien, 
1957, 12: 151. 


THE CONDITION called “‘Mondor’s disease’’ was first 
described by Mondor in 1939. French authors have 
since emphasized its peculiarity and have tried to 
clarify its pathogenic traits. 

A typical finding for Mondor’s disease is a cord 
formation, from 1.5 to 3.0 mm. in thickness, located 
in the subcutaneous fat tissue beneath the mammary 
gland, extending downward and averaging 15 cm. in 
length. The presence of several such cords with anas- 
tomoses is not uncommon. Left side localization pre- 
dominates. Accompanying lymph node enlargement 
is rare. Laboratory data are normal in most cases. 
The prognosis is favorable as the swelling regresses 
spontaneously after several weeks or months. The 
disease is predominantly found in middle-aged per- 
sons (25 to 45 years), more often in women than in 


men. 

One case is reported and the results of the histolo- 
gical examination are given. The cords represent 
modified veins with hypertrophied walls and obli- 
terated lumina. Perivascular lymph vessels and wide 
areas of surrounding fat tissue are filled with lym- 
phocytes. 

Further examination shows that Mondor’s disease 
develops following a chronic phlebitis with accom- 
panying lymphangitis and lymphadenitis, the origin 
of which probably lies in infection conditioned sen- 
sitization of the superficial veins of the thoracic wall, 
in particular the vena thoracoepigastrica. The process 
wart with connective tissue degeneration of the blood 
The authors reject the theory that Mondor’s disease 
is of thrombotic origin. —Victor R. Fablokow, M.D. 


Surgical Management of Pigmented Lesions, CHARLES 
E. Lockuart. Am. Surgeon, 1957, 23: 229. 


THE AUTHOR has reviewed the incidence, dangers, 
and treatment of pigmented skin lesions with partic- 
ular reference to the prophylactic excision of nevi. 
In spite of the danger involved, many pigment-con- 
taining lesions, clinically regarded as common moles, 
are treated by diverse physical agents, without evi- 
dence of complete destruction or regard for pathologic 
diagnosis. 

When recurrences or metastases later appear, the 
procedure is rationalized on the grounds that the 
treated lesion was already malignant and the final re- 
sult was practically predetermined. Such a premise is 
untenable when one realizes that malignant melan- 
omas generally are preceded by the existence of a still 
benign pigmented nevus, and that during this quies- 
cent period, before activation and dissemination 
occur, a safe, total, scalpel prophylactic removal of 
the primary lesion is possible. 
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In addition to melanoma the other malignant pig- 
mented skin lesions include Kaposi’s sarcoma, malig- 
nant verrucose nevus, pigmented basal cell carci- 
nomas and leukemia cutis. The differential diagnosis 
between benign and malignant lesions and among the 
various malignant lesions is very difficult on clinical 
examination. The intradermal nevus or common mole 
usually is raised from the surface, rounded or dome- 
shaped, and often contains hair. The typical junc- 
tional nevus is more deeply pigmented, flat, and 
hairless. The juvenile melanoma is apt to be hairless, 
smooth, but larger and more elevated than the junc- 
tional nevus commonly seen in childhood. A full- 
blown melanocarcinoma with satellite manifestations 
is readily diagnosed. 

The author believes the indications for excision of 
pigmented lesions should be extended. Excision is 
recommended for every lesion which is heavily pig- 
mented or ulcerated. Particular attention is given to 
junctional nevi; however, some common moles also 
become malignant. Pigmented lesions located on the 
lower extremities, the genitalia, the soles or palms, 
the hair line near the temple, or the subungual regions 
should be excised, for malignant melanomas are more 
prone to develop in these areas. All regions exposed to 
repeated shaving, including the extremities and ax- 
illas in females, should be free of pigment-containing 
skin elevations. Pigmented nevi subjected to pressure 
and friction of shoes, straps, belts, and the like should 
be excised. If a lesion enlarges, raises, or changes 
color it should be removed without delay. Local 
anesthesia may be used by wide local infiltration into 
the skin around the lesion. The inner rim of the wheal 
is not allowed to contact the periphery of the lesion. 
If the lesion proves to be a malignant melanoma on 
microscopic examination a prophylactic regional 
lymph node dissection is performed. The author is 
not convinced of the value of extended radical pro- 
cedures such as quarterectomy. 

—Lloyd D. MacLean, M.D. 


Contribution to the Study of the Malignant Reticulo- 
endothelioma—Reticuloendothelialsarcoma of the 
Retroperitoneal Space (Contributo allo studio del 
reticoloendothelioma maligno-reticoloendoteliosar- 
coma a sede retroperitoneale). Mario Bassi. Riforma 
med., 1957, 71: 284. 


THE INTERSTITIAL CONNECTIVE TISSUE and the reticu- 
loendothelial tissue present in the retroperitoneal 
lymph nodes are considered to be the origin of the 
reticuloendotheliomas of the retroperitoneal space. 

The dysontogenetic origin theory seems to be sup- 
ported by the observation of a number of cases ap- 
pearing during early childhood. 

The case reported is of interest because of the con- 
siderable length of the symptomatic period and the 
absence of metastases outside of the retroperitoneal 
space. 

The patient, a 24 year old male, was found to have 
an epigastric mass and hepatosplenomegaly after 5 
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years of episodic epigastric pain, vomiting, and jaun- 
dice. 

The location of the mass was defined by roentgeno- 
graphic studies, with pneumoperitoneum, and by 
means of exploratory laparotomy. 

The histological examination revealed a typical 
reticuloendothelial sarcoma. The author, in present- 
ing his case, emphasizes the absence of metastases out- 
side of the retroperitoneal space and the possibility 
of a multicentric origin. —Sergio V. Proserpi, M.D. 


Experimental and Clinical Adventures with Large 

oses of Gamma and Other Globulins as Anticancer 

Agents. GeorcE E. Moore, AvERY SANDBERG and D. 
B. Amos. Surgery, 1957, 41: 972. 


IF SOME DEGREE Of natural immunity to cancer exists, 
it appears most probable that any circulating anti- 
body would be found in the globulin fraction. This 
study presents the results of the administration of large 
doses (up to 530 grams intravenously over a period of 
15 ine of gamma globulin to 13 patients with 
various types of malignant disease. The malignant 
conditions treated in this manner included carcinoma 
of the breast and lung, multiple myeloma, leukemia, 
and Hodgkin’s disease. The dosages varied from 1 to 
530 grams; two-thirds of the patients received a total 
dose of over 200 grams. 

Few physiologic alterations could be detected al- 
though several patients experienced reactions of vary- 
ing severity. There was no appreciable alteration of 
the lesions in any of the patients. A brief review of pre- 
vious studies on tumor immunity in experimental 
animals is given. —Bernard C. Gerber, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 

PARASITIC INFECTIONS 

Clinical Recognition of Postoperative Micrococcic 
(Staphylococcic) Enteritis. Rupert B. TuRNBULL, 
Jr. J. Am. M. Ass., 1957, 164: 756. 


PosTOPERATIVE micrococcic infection of the intestinal 
tract has become a serious entity. It would appear 
that prolonged intestinal obstruction, starvation pe- 
riods, purging, and the administration of wide- 
spectrum antibiotics alter the intestinal bacteria in 
such a way as to make the patient more susceptible 
to resistant forms of staphylococci. In addition, the 
carrying of resistant strains of staphylococci by hos- 
pital personnel has increased with the widespread use 
of antibiotics in recent years. The disease runs a rapid 
and often fatal course and its recognition is the respon- 
sibility of the clinician. 

The signs and symptoms of micrococcic enteritis 
usually appear between the second and seventh post- 
operative days. The evidence for the existence of this 
complication may be divided into 5 stages. 

1. Abdominal discomfort or pain, followed by 
diminished borborygmi and abdominal distention. 

2. Increase in the pulse rate with a slight rise in 
temperature. Accompanying this there is an intense 
hyperemia of the involved intestine, thus decreasing 
the circulating blood volume. Oliguria or anuria may 
be observed to develop within a few hours. 

3. A massive fluid exudate pours into the lumen of 
the intestine resulting in diarrhea or vomiting. 


4. In the fulminating case, hypotension and shock 
are part of this picture. 

5. There is a rapid fall in the serum protein level, 
especially the albumin fraction, secondary to the in- 
testinal exudation. Anemia also develops rather 
rapidly. 

An early diagnosis is dependent upon a high index 
of suspicion and close clinical observation. Abdominal 
distention or discomfort, with diminishing abdominal 
sounds, and tachycardia precede the exudation into 
the intestinal tract and the vomiting or diarrhea. 

Treatment of this disease necessitates the adminis- 
tration of a specific effective antibiotic delivered to 
the actual source of growth of the micrococci. In gen- 
eral, it would appear that a combined oral and intra- 
bse administration of the specific drug would be 
ideal. 

The choice of an antibiotic may be difficult, but 
in general it should be one of the antibiotics not in 
common usage, so that resistant strains are not so 
likely to be found. Erythromycin, carbomycin, 
chloramphenicol, neomycin, and novobiocin are the 
antibiotics of choice. When micrococcic enteritis is 
suspected, all other antibiotics should be withdrawn 
immediately. 

Prevention of this entity is difficult since wide- 
spectrum antibiotics will continue to remain in use 
and are necessary in the treatment of many conditions. 
In those patients who have been on antibiotic therapy 
over a long period of time preoperative cultures of 
material from the rectum should be made and cul- 
tures should be taken from the open intestine at the 
time of surgery. 

Dearing and Heilman have shown that when there 
is a more or less pure culture of pathogenic micrococci 
at the time of operation, postoperative enteritis is more 
likely to occur. Specific treatment should be given as 
soon as possible to these patients. 

—john H. Davis, M.D. 


Staphylococcus Aureus in the Feces of Hospital Pa- 
tients. J. Q. Matruias, R. A. SHooter, and R. E. O. 
WiutaMs, Lancet, Lond., 1957, 1: 1172. 


THE AUTHORS studied the incidence of staphylococci 
in the stools of patients on the surgical and medical 
services of the St. Bartholomew’s Hospital, London. 
Nasal swabs were obtained from 196 patients and stool 
cultures from 142. Of the former, 76 (39 per cent) 
were positive, and of the latter 32 (23 per cent) were 
positive for staphylococci. 

The interesting fact was elicited that the patients 
who were nasal carriers had a much higher incidence 
of positive stools. Seventy-nine per cent of the patients 
with positive stools had positive nasal swabs. Also, as 
with nasal swabs, stools of the same patient could 
fluctuate from positive to negative while the patient 
was in the hospital. 

Phage typing was carried out in 35 cases and the 
nasal and stool staphylococci were compared as to 
groups. Twenty-two cases had similar phage types 
and the remainder had either untypable or different 
phage patterns. 

The authors point out that since staphylococci may 
be present in the stools of a great many people, a stool 
culture may be of little value in the diagnosis of 
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staphylococcal enteritis. A greater aid is a direct smear 
of the stool. If clumps of gram-positive cocci are pres- 
ent, the diagnosis can be made with reasonable cer- 
tainty. —Peter Dineen, M.D. 


DUCTLESS GLANDS 


Thyroid Disorders in the Newborn. Ian D. Ritey 
and G. Scuare. Brit. M. F., 1957, 1: 979. 


THE ADMINISTRATION of thiouracil during pregnancy 
may produce disorders of the thyroid gland in the 
newborn. Some babies have goiters and may have 
a hyperthyroid, myxedematous, or euthyroid con- 
dition. Apparently, thiouracil is the causative agent, 
since there is no relation between the type of lesion 
in the mother and that in the child. It is thought that 
thiouracil crosses the placenta and acts by depressing 
the fetal thyroxin formation, thus inducing the pro- 
duction of fetal thyrotropic hormone. 

Three cases are presented; in each instance the 
mother received thiouracil during pregnancy for 
thyrotoxicosis. In the first case, a slight enlargement 
of the thyroid gland was noted when the baby was 8 
days old. Sweating, irritability, and failure to gain 
weight began about the same time. Satisfactory im- 
provement followed the institution of iodine and 
barbiturate therapy. No follow-up of the patient is 
mentioned. 

The second case was of a cyanotic premature in- 
fant. Enlargement of the thyroid was present at birth. 
During the second week of life there was tachycardia, 
fever, and tremulousness. These symptoms lessened 
and the thyroid became smaller, but the child never 
recovered and died at the age of 5 weeks. At autopsy, 
the thyroid gland weighed 10 grams. Microscopically, 
the findings were similar to those of adult thyrotoxi- 
cosis. The follicles were small, irregular, and had 
scanty colloid. There was marked variation in the size 
of the nuclei of the lining cells. 

The right lobe of the thyroid was visibly enlarged 
at birth in the third case. The infant appeared to 
have a hypothyroid condition and died at 13 days. 
Histologically, the thyroid gland was devoid of col- 
a the follicles were occupied by desquamated 


Withholding thiouracil in the last few weeks of 
pregnancy has not been uniformly successful in pre- 
venting harm to the fetus. Iodine is the most effective 
agent in the treatment of complications in the new- 
born. —Lockert B. Mason, M.D. 


Mumps Virus and Subacute Thyroiditis; Evidence 
of a Causal Association. E. EyLan, R. Zmucky, and 
Cu. Suepa. Lancet, Lond., 1957, 1: 1062. 


IN RECENT YEARS there has been a comparatively 
large number of cases of subacute thyroiditis in Israel. 
The disease is characterized by mild pyrexia, pain 
in the neck, swelling and tenderness of the thyroid 
gland, tachycardia, and sweating. Studies made on 
15 patients suggest that mumps virus was the cause 
of the thyroiditis. 

The results of the complement-fixation tests against 
mumps virus were positive in titer 1 to 80, or greater 
in 10 of the 11 patients tested. In a control group there 
were no positive results as high as 1 to 80. The at- 
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tempts made to recover a virus from the blood and 
feces were unsuccessful. 

A virus was recovered from thyroid tissue in 2 cases. 
Hemagglutination by the virus was inhibited by con- 
valescent mumps serum. Clinically, most of the pa- 
tients were treated with corticotropin or cortisone 
and all recovered. 

The implication of the mumps virus in subacute 
thyroiditis applies only to the present outbreak in 
Israel, and it is not suggested that this is the universal 
etiologic agent. —Lockert B. Mason, M.D. 


EXPERIMENTAL SURGERY 


An Experimental Study of Fat Embolism. NicHoas 
A. Havasz and Joan P. Marasco. Surgery, 1957, 41: 
921. 


AN EXPERIMENTAL STUDY was Carried out on mongrel 
dogs using homologous fat that had been slightly 
altered. Omental and perinephric fat was removed, 
macerated for 15 minutes in a food blender, filtered 
through multiple layers of gauze, heated to 45 degrees 
C., and centrifuged. The fat was obtained as a clear, 
faintly yellow supernatant with a melting point be- 
tween 34 and 36 degrees C. The study consisted of 
three parts: (1) acute experiments to evaluate the 
effects of fat embolism on cardiovascular dynamics and 
respiration; (2) the role of the pulmonary capillary 
bed in the passage of fat emboli; (3) evaluation of the 
late hemodynamic and histologic effects of fat em- 
bolism. 

Following the injection of fat, the dogs became 
apneic, had bradycardia, and soon became cyanotic. 
When spontaneous respirations appeared, they were 
deep, slow, and in a Cheyne-Stokes pattern. In some 
of the animals, particularly those which later died, 
there was a brief period of tachypnea. The immediate 
effects wore off in 2 to 3 minutes and the dogs’ color 
became better, the heart rate speeded up, and the 
respirations became more regular. This status per- 
sisted in the animals which were to survive; however, 
the animals which had received larger doses again 
had tachycardia, shallow and irregular respirations, 
and they ultimately died, cyanotic with respiratory 
arrest. All the deaths occurred within 1 hour after the 
injection of the fat. 

Postoperative roentgenograms of the chest in ani- 
mals which recovered showed no changes from the 
pre-injection films. The animals were followed up for 
3 months after recovery from the anesthetic and there 
were no sequelae of any sort. All the animals were 
sacrificed after this period of time. 

A typical physiologic pattern of response was ob- 
tained in all the animals, beginning with a rise in the 
pulmonary artery pressure during the injection of the 
fat. This was followed almost immediately by a fall in 
the peripheral arterial pressure and a decrease in the 
heart rate. Apnea occurred for varying lengths of time 
in all but 1 animal. The pulmonary and femoral 
artery pressures returned to normal in those animals 
which were to survive. In the animals which died the 
pulmonary artery pressure returned to normal and 
this was followed by the onset of tachycardia, gradual 
diminution in the femoral artery pressure, respiratory 
irregularity, and death. There was no correlation be- 
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tween the magnitude of the pressure changes and the 
ultimate survival or death. 

The pathologic studies revealed the following find- 
ings. All the animals were deeply cyanotic, and the 
lungs collapsed easily on opening the chest and 
showed gross evidence of congestion. The heart was 
uniformly dilated, particularly on the right, and free 
fat globules were found in the blood from both sides of 
the heart. Microscopic section revealed large masses 
of intravascular fat in the pulmonary arteries, and 
occasionally also in the veins. The lobes of the lung 
which had been protected by a snare on the pulmonary 
artery for 5 to 10 minutes after the injection contained 
no fat. Fat was found in the vessels of most peripheral 
organs studied, including the brain. 

It was impossible to correlate the fat content with 
the time that elapsed after the injection. The only 
constant finding was the total absence of fat in the 
blood from the left auricle until immediately prior to 
death. At autopsy all animals showed grossly visible 
fat globules in the blood of the left auricle. 

Follow-up studies on these animals performed at 4 
weeks and 3 months showed pulmonary artery and 
left auricle pressures to be within the pre-injection 
range in all the animals studied. Histologic studies 
carried out on these animals indicated no residual fat 
in either the lungs or in other parenchymatous organs. 

The failure to find fat on the venous side of the 
pulmonary circuit until shortly before death may be 
of importance. Fat was found in the left auricle only 
after the initial pulmonary hypertension had disap- 
peared. It is possible that the acute pulmonary hyper- 
tension induced by the embolism might have served 
as a protective mechanism. Niden and Aviado have 
shown local and segmental spasm to occur with bland 
emboli, and a similar mechanism may have been 
operating in these experiments. 

The mechanism of death in these animals cannot be 
stated with certainty. The fact that embolization of 
the greater circulation occurs terminally in all animals 
raises the question as to whether this is incidental to 


agonal collapse of the circulation or whether it is the 
cause of the collapse. —John H. Davis, M.D. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


The Responsibility of the Medical Profession to Med- 
ical Education; Contributions of the Geographic 
Full-Time Staff to the Development of the Duke 
University School of Medicine and Suggestions for 
the Assumption of More of the Cost of Medical 
Education by the Medical Profession as a Whole. 
Dery Hart. Ann. Surg., 1957, 145: 599. 


THE AUTHOR, in making the presidential address 
before the Southern Surgical Society, outlines the 
development of the Duke Medical School on the basis 
of a co-operative endeavor between the University 
and the private diagnostic clinics (P.D.C.). This plan, 
accepted with enthusiasm by the University, has led 
to financial improvement in the surgical department, 
and also to the initiation of new physical plants in 
the department. 

The author then outlines a plan for financing 
medical education, as a whole, in which medical 
graduates would pay back to their school, over and 
above their tuition, the amount that the school spent 
on their education. This would be in the form of an 
annual payment. 

In the final analysis, the general public would be 
the principal beneficiary of such a program since 
they would be the recipients of a progressively im- 
proving health service. In so far as it would keep 
medical education free of bureaucratic control and 
within the financial reach of every brilliant student 
and make medical practice free and, therefore, more 
alluring because of its independence, it would enable 
the medical profession and allied health services to 
add to their respective fields of endeavor recruits of 
the highest intelligence. Thus, it would insure superior 
medical care for generations as yet unborn. 

—John F. Maloney, M.D. 
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